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for comprehensive antidiarrheal therapy... for the whole family 


MAJOR ADVANTAGES: 1. ‘Sulfasuxidine’ and neomycin—for a comprehensive range 
of antibacterial action. 2. Pectin and kaolin—to detoxify and adsorb intestinal irri- 
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B. E. HALL, M.D., F. M. WILLETT, M.D., T. V. FEICHTMEIR, M.D., 


CANCER RESEARCH has become a major enterprise, 
supported in large part by funds from federal and 
state sources and from private philanthropic or- 
ganizations. A concerted effort now is being made 
to coordinate research programs between responsible 
groups actively working in this field in the hope 
that cancer control in man can be achieved within 
the foreseeable future. 

Cancer restricted to a local area of the body can 
be cured by surgical operation or by ionizing radia- 
tion, provided dissemination of malignant cells 
beyond the operative site or the irradiated area has 
not occurred. Once dissemination has taken place, 
it has become common practice to attempt to 
inhibit neoplastic growth by palliative ionizing 
irradiation or by chemotherapy. It is the latter— 
cancer chemotherapy—with which this communica- 
tion is concerned. 

On theoretical grounds, the qualifications for the 
ideal anticancer agent are (1) a substance that can 
be carried by the bloodstream to malignant cells 
wherever they may be, and (2) a compound capable 
of completely destroying all malignant cells without 
irreversibly damaging normal cells.?* While attain- 
ment of such a goal would be highly desirable, in 
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@ Current trends in the search for chemical com- 
pounds having an inhibitory action on the growth 
of malignant cells are reviewed in this article. 
Several agents are sufficiently promising that 
clinical trials with them are in progress. One of 
these, an aromatic nitrogen mustard (C.B. 1348), 
appears to be useful as an adjunctive therapeutic 
measure in patients with malignant lymphoma, 
chronic lymphocytic leukemia, and mycosis fun- 
goides who have become refractory to other meth- 
ods of treatment. The introduction of certain 
purine antagonists, of which 6-mercaptopurine 
has been given the most extensive clinical trial, 
has opened up a new field of experimental and 
clinical investigation. 6-mercaptopurine and re- 
lated compounds appear to be particularly useful 
in the treatment of acute leukemia in adults, but 
they are also useful, together with the folic acid 
antagonists and the steroid hormones, in the man- 
agement of acute leukemia in children. While at 
present chemotherapeutic agents currently under 
investigation rarely cause significant regression 
of inoperable primary or metastatic solid tumors, 
the possibility of eventual more effective control 
in many types of malignant disease is not as 
dismal as it was a decade ago. 





the light of present knowledge it appears unlikely 
that any single agent will be found that will control 
all forms of cancer. It is becoming increasingly 
evident that each type of neoplasm possesses its 
own specific biological and biochemical properties,”* 
and hence, it seems reasonable to assume that a 
chemical compound proved to be ‘effective for 
inhibiting the growth of one form of cancer will not 
restrict the growth of an unrelated type. This view 














is supported by the observation that the purine 
antagonist, 6-mercaptopurine, which induces clinical 
and hematologic remission in a significant number 
of patients having acute leukemia or chronic granu- 
locytic leukemia, is totally ineffective in chronic 
lymphocytic leukemia. 

During the past 15 years a number of chemical 
compounds have been discovered that selectively 
injure certain types of malignant cells in experi- 
mental animals and in man. Compounds of proved 
clinical usefulness or that are currently under 
investigation at Stanford University School of 
Medicine and the San Francisco Veterans Adminis- 
tration Hospital are listed in Table 1. The most 
mportant compounds in each major category will 
be discussed briefly. 


I. CYTOTOXIC ALKYLATING AGENTS 


A. Nitrogen Mustards: 
1. Methyl bis (8-chloroethyl)amine HCl (HN,). 


This agent, a member of the aliphatic series of 
nitrogen mustard compounds (Chart 1), is par- 
ticularly useful in the treatment of malignant 
lymphoma, and of limited usefulness in the treat- 
ment of chronic leukemia and of metastatic bron- 
chogenic carcinoma. It is ineffective in acute leuke- 
mia. The specific indications for employing HN, 
are: (1) Refractoriness to ionizing radiation, (2) 
extensive visceral involvement, and (3) in combina- 
tion with ionizing radiation where widespread dis- 
semination already has occurred. The radiomimetic 
effect of HN. is exceedingly rapid, a property that 
is useful clinically when the need for a therapeutic 
effect is urgent. The therapeutic usefulness of HN, 
however, is limited by its toxicity. Toxic manifes- 
tations are characterized by immediate and delayed 
reactions. Immediate reactions consist of nausea 
and vomiting, and/or thrombophlebitis in the vein 
into which the agent has been introduced. The de- 
layed reaction is characterized by suppression of 
hemopoiesis occurring two to three weeks after 
administration of the agent. Details concerning 
chemical action, method of administration, phar- 


macologic and therapeutic effects have been pub- 
lished elsewhere.*: 1% 1% 22, 28, 29 


2. N, N-di(2-chloroethyl) -p-aminophenyl-B -propi- 

onic acid-(C.B. 1348). 

C.B. 1348 is a carboxylic acid derivative in the 
aromatic nitrogen mustard series (Chart 1) recently 
released by Haddow and his associates for clinical 
investigation. In a preliminary report by Haddow' 
it was noted that this compound completely _in- 
hibited the growth of the Walker rat carcinoma and 
had varying degrees of inhibition for the Crocker 
sarcoma 180, for sarcoma S-37, for the Krebs ascitic 
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TABLE 1.—Compounds injurious to malignant cells that are 
clinically useful or are being investigated 


I. Cytotoxic alkylating agents: 
A. Nitrogen mustards— 


1. Methyl bis (8-chloroethyl) amine HC1—(HN:) 
2. N, N-di-(2-chloroethy]) -p-aminopheny]-B- 
propionic acid—(C.B. 1348) * 


. Triethylenamines— 
1. 2, 4, 6-triethyleneimino-s-triazine- (triethylene 
melamine, T.E.M.) * 
2. Triethylene phosphoramide (TEPA) * 
3. Triethylene thiophosphoramide (thio-TEPA) * 


. Sulfonic acid esters— 


1. 1:4 dimethane-sulfonyloxybutane (Myleran; 
G.T. 41) 


timetabolites: 

. Aminopterin—(4-aminopteroylglutamic acid) 
. Methotrexate (amethopterin) — (4-amino-Nw- 
methylpteroylglutamic acid) 

. 6-mercaptopurine (Purinethol, 6-M.P.) 
6-thioguanine* 

. Azaserine—(0-diazoacety]-1-serine) * 

. Desoxypyridoxine* 

. Daraprim—(2, 4-diamino-5- (4’-chloropheny]) - 
6-ethylpyrimidine) * 


NAnPwO Ne D 


. Hormones— 


1. Cortisone—(Compound E) 

2. Hydrocortisone— (Compound F) 
3. Corticotropin—(AcTH) 

4. Androgens 

5. Estrogens 


*Not available for general use at present. 


tumor, and for transplantable leukemias in mice. 
In contrast to the aliphatic compound HN,, which 
can be given only by the intravenous route, C.B. 
1348 is effective when administered orally. While 
the authors’ experience with this agent is limited, 
symptoms of gastrointestinal irritation or evidence 
of hepatic or renal toxicity have not been observed 
as yet. On higher dosage schedules, leukopenia, 
anemia, and/or thrombocytopenia may develop 
after four to six weeks of continuous oral adminis- 
tration, but recovery is prompt when the dose is 
reduced sharply or when administration of the drug 
is discontinued altogether. The compound is ad- 
ministered by mouth in a dosage of from 0.1 mg. 
to 0.4 mg. per kilogram of body weight per day until 
maximal therapeutic effect has been noted. As a 
general rule, signs of objective improvement have 
not been observed in less than three to four weeks, 
and maximal clinical improvement has not been 
manifested in less than two to four months of con- 
tinuous daily administration of the agent. Subjective 
and objective manifestations of improvement have 
been noted in one case of Hodgkin’s sarcoma 
(Figure 1), one case of reticulum cell sarcoma of 
the skin, four cases of chronic lymphocytic leuke- 
mia, and two cases of mycosis fungoides. Further 
clinical trials with this and related compounds are 
indicated. 
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CYTOTOXIC ALKYLATING AGENTS 


CI-CH,-CH,, 
Cl-CH,-CH;, 


N-CH, 


Methyl bis-(4@-chloroethy!) amine HC! 
(HN,; Mustargen) 


CI-CH,-CH,, 


CH;>CH,-COOH 
CI-CH>-CHY mat = 


N,N-di -Ee-chloroethy!-p- ominopheny!-O-propionic Trisethylene -imino-s-triazine 
(C.B.1348) = ( Triethylene melamine; T.E.M.) 


Hi——CH, H&——CH, 
i Sa 
HE N 
D> —=0 
N 
CHs— CH, 
Triethylene phosphoramide Triethylene-thio—phosphoramide 
(TEPA) (Thio-TEPA) 


CH,0,- S—O—CH, CH, CH, CH,—O- SO,CH, 


1:4 -dimethanesu!phonyloxy butane 
(Myleran) 


Chart 1.—Composition of cytotoxic alkylating agents. 


Figure 1.—Left: Roentgenogram of the chest in a 9-year-old white girl with Hodgkin’s sarcoma, before treatment 
with the aromatic nitrogen mustard, C.B. 1348. Extensive involvement of the mediastinum, hilar lymph nodes, and 
lung parenchyma is evident. Right: 314 months later. During this period, the patient received 548 mg. of C.B. 1348. 
No other therapeutic procedure was employed. 
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B. Triethylenamines: 


1. 2, 4, 6-triethyleneimino-s-triazine (Triethylene 
melamine, T.E.M.) 

The structural formula for T.E.M. is shown in 
Chart 1. This compound is closely allied to the 
nitrogen mustards because of three reacting ethyl- 
enamine groups attached to the triazine ring. It has 
been shown to affect essentially the same spectrum 
of neoplastic disorders as the nitrogen mus- 
tards,” 15.2425 and has the advantage that it can 
be administered orally as well as intravenously, in- 
trapleurally or intraperitoneally. 

For oral administration, the compound is pre- 
pared in scored 5.0 mg. and in 1.0 mg. tablets. The 
drug is given together with 2.0 gm. of sodium bicar- 
bonate, on an empty stomach one hour before the 
morning meal as a single dose or in divided doses 
for two successive days. The size of each individual 
dose depends on the type of malignant disease being 
treated. Larger doses are required to produce remis- 
sion in chronic granulocytic leukemia than in 
chronic lymphocytic leukemia or in the malignant 
lymphomas. A maximal suppressive effect on the 
leukocyte count occurs five to seven days after ad- 
ministration of the compound. Hence, it is inadvis- 
able to readminister T.E.M. at intervals shorter than 
one week. 

Toxic manifestations (which are noted in less 
than half the patients treated with this compound) 
are characterized by anorexia or nausea occurring 
two to 12 hours after each dose. Vomiting is un- 
usual. Overdosage is characterized by pronounced 
suppression of hemopoiesis, leading to hypoplasia 
or even aplasia of the bone marrow. 

Properly administered, T.E.M. will produce _re- 
mission following a single course of treatment up to 
24 months in chronic lymphocytic leukemia, and up 
to ten months in chronic granulocytic leukemia. It 
will also produce varying degrees of remission in 
malignant lymphoma, especially lymphosarcoma, but 
its usefulness in this group of disorders is limited by 
its toxic effect on the bone marrow. 


2. Triethylene phosphoramide (TEPA) and tri- 
ethylene thiophosphoramide (thio-TEPA). 

The structural formulae of TEPA and thio-TEPA 
are shown in Chart 1. These compounds have been 
found to inhibit the growth of a significant number 
of malignant tumors in experimental animals. Far- 
ber?® reported that, in man, TEPA administered 
intramuscularly, in rare instances causes regression 
of metastatic malignant melanoma confined to the 
skin or regional lymph nodes. It is far less effective 
once visceral metastasis has occurred. 

Preliminary evidence®® suggests that thio-TEPA, 
administered intramuscularly, has chemotherapeutic 
activity in chronic leukemia, in malignant lym- 
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phoma, and in some cases of anaplastic carcinoma. 
Bateman! reported regression of recurrent or meta- 
static carcinoma of the breast following the local 
injection of thio-TEPA directly into the tumor. 
While the foregoing reports are encouraging, the 
clinical usefulness of TEPA and thio-TEPA is re- 
stricted by a pronounced inhibitory effect on granu- 
locytopoiesis. Severe and prolonged granulocyto- 
penia may occur following the administration of 
either compound at two or three day intervals over 
a period of several weeks. 


C. Sulfonic Acid Esters: 


1. 1:4 dimethane-sulfonyloxybutane (Myleran). 

During studies on the alkylating properties of a 
number of chemical agents, Haddow and his asso- 
ciates'® found that certain sulfonic acid esters in- 
hibited the growth of various malignant tumors in 
animals. One of these, Myleran (Chart 1), which 
inhibited the growth of the Walker rat carcinoma, 
also exerted a depressive influence on myeloid ele- 
ments in animals and in man. Consequently, the 
possible therapeutic effectiveness of Myleran in 
human chronic granulocytic leukemia was studied 
intensively by Galton,'* Petrakis?’ and others. My- 
leran has been found to be highly effective in pro- 
ducing remission in this disease, but it is ineffective 
in causing remission in chronic lymphocytic leu- 
kemia or in acute leukemia. 

Myleran is dispensed in tablets containing 2.0 
mg. and 4.0 mg. of the drug. It is given orally in 
divided doses totaling 4.0 to 10.0 mg. per day, 
the daily dose being reduced gradually as the 
leukocyte count approaches a normal level. With 
doses in excess of 10.0 mg. per day, anorexia, nausea 
and occasionally vomiting may occur and a de- 
pressive effect on hemopoiesis may be noted. As 
the leukocyte count falls and as the size of the daily 
dose of Myleran is reduced, subjective and objective 
improvement occur, characterized by a sense of 
well-being, decrease in the size of the spleen and 
liver, and a rise in hemoglobin and erythrocyte 
levels. Once the leukocyte count reaches a normal 
value, the continued administration of Myleran in 
a dosage of 2.0 mg. every one to four days usually 
is necessary to maintain remission. In an occasional 
case, however, the continued administration of 
Myleran is unnecessary. A remission lasting seven 
months after discontinuance of Myleran therapy 
was observed in a patient 31 years of age with 
chronic granulocytic leukemia. 


II. ANTIMETABOLITES 


A large number of antimetabolites currently are 
being investigated for an inhibitory effect on the 
growth of various types of neoplasms, and twe 
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FOLIC ACID ANTAGONISTS 


N 


COOH 
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4-Amino-pteroylglutamic acid 
( Aminopterin) 


N 


N 
\ 
CH, COOH 
\ fr ve -C0-NH=CH-CHy-CH_ COOH 
N 


4—-Amino-N'—methyl-pteroylglutamic acid 
(Methotrexate, Amethopterin) 


Chart 2.—Structure of folic acid antagonists. 


groups of compounds, the folic acid antagonists 
and the purine antagonists, have been found to be 
clinically useful because of demonstrable anti- 
leukemic activity in man. The structural formulae 
of the most important of these compounds are shown 
in Charts 2 and 3. 


A. Folic Acid Antagonists: 


Farber and associates’! in 1948 demonstrated 
that aminopterin produced varying degrees of 
clinical and hematologic remission in children with 
acute leukemia. In subsequent studies by Farber,” 
Burchenal* and others it was noted that from 50 to 
65 per cent of children having acute leukemia re- 
sponded favorably to an initial course of treatment 
with this compound, but in adults the rate of initial 
drug-induced remission was far lower (12 to 18 
per cent). Unfortunately, aminopterin was found 
to be extremely toxic, the range between the thera- 
peutically effective dose and the toxic dose being 
negligible. Toxicity was manifested by the develop- 
ment of ulcerative lesions in the gastrointestinal 
tract (most frequent in the mouth or throat) or in 
the vagina, and by moderate to severe depression 
of hemopoiesis. 
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6-Mercaptopurine 
( 6-M.P.) 


6- thioguanine 


PURINE ANTAGONISTS 


Chart 3.—Structure of purine antagonists. 


Subsequently, in an attempt to find compounds 
less toxic than aminopterin, other antagonists of 
folic acid were prepared and tested for antileukemic 
activity. One of these, amethopterin (Methotrexate) , 
has been found to produce rates of initial clinical 
and hematologic remission comparable to those 
obtained with aminopterin in children and in adults 
having acute leukemia. This agent appears to be 
slightly less toxic than aminopterin, although the 
range between the effective therapeutic dose and 
the toxic dose is small. Dosage schedules for the 





TABLE 2.—Dosage for oral administration of 
aminopterin and amethopterin 


—Milligrams per Day— 

Children Adults 
0.5-1.0 0.5- 2.0 
2.5-5.0 5.0-10.0 


Folie acid antagonists 
Aminopterin 
Amethopterin (Methotrexate) 


oral administration of aminopterin and amethopterin 
are listed in Table 2. 

When signs of toxicity develop, it is imperative 
that the administration of whatever folic acid antag- 
onist is being given be discontinued for several 
days. Citrovorum factor (folinic acid) then should 
be given, since this compound has been shown to 
block the biochemical action of the folic acid antag- 
onists.5 Hence, it aids in reversing the toxic mani- 
festations of antifolic acid therapy. 


B. Purine Antagonists: 
1. 6-mercaptopurine (Purinethol, 6-M.P.) 


As a result of a long term study by Hitchings, 
Elion and co-workers,”! a number of antagonists of 
precursors of nucleic acid were developed. One of 
these, 6-mercaptopurine (6-M.P.), an analogue of 
adenine and hypoxanthine (Chart 3), has been 
shown to induce remission in 68 per cent of chil- 
dren having acute leukemia® and in 54 per cent of 
adults with this disease.”° The rate of initial remis- 
sion in children, therefore, is approximately the 
same as that obtained with the folic acid antagonists, 
but in adults it is significantly higher than that pro- 
duced by antifolic preparations. For this reason, 
6-M.P. appears to be the initial drug of choice for 
treating adult patients with acute leukemia. 

The drug is supplied in scored 50 mg. tablets for 
- oral use. It is administered daily in single or 
divided doses. The usual dose for the treatment of 
acute leukemia in children is 2.5 to 3.0 mg. per 
kilogram of body weight per day. In adults, the dose 
is somewhat higher (2.5 to 5.0 mg. per kilogram of 
body weight per day). Administration of 6-M.P. is 
continued until toxic manifestations develop or 
until pronounced depressive effect on hemopoiesis 
is noted. It has been observed that in adults “com- 
plete” hematologic and clinical remission can be 
obtained if the daily administration of the com- 
pound can be continued until leukemic leukocytes 
(stem cells, prolymphocytes, progranulocytes, or 
promonocytes) disappear from the bone marrow. 
This usually occurs before complete suppression of 
erythropoiesis takes place, but it is usually neces- 
sary to administer blood transfusions at intervals 
during the period of treatment. The disappearance 
of leukemic leukocytes from the bone marrow is 
followed within five to seven days by rapid re- 
growth of normal hemopoietic elements. Among 21 
adult patients having acute leukemia, four complete 
remissions and 17 partial remissions were observed. 
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Toxic manifestations are characterized by an- 
orexia, nausea, vomiting and stomatitis; less fre- 
quently, by diarrhea, melena or fever. Treatment 
with 6-M.P. should be discontinued promptly if 
nausea and vomiting become severe, if stomatitis 
develops, or if diarrhea or melena occurs. Cessation 
of therapy usually is followed by complete disap- 
pearance of toxic manifestations within a few days. 
Treatment in lower dosage then may be resumed if 
remission has not been induced. 

Whether or not it is advisable to discontinue the 
administration of 6-M.P. during periods of remission 
has not been determined. It has been the authors’ 
practice to give small doses of the drug as main- 
tenance therapy to patients in partial hematologic 
remission. When relapse occurs, second or third 
remissions sometimes can be produced by re- 
administration of 6-M.P. However, the eventual 
development of resistance to this agent is high, 
especially in adult patients. 

2. 6-thioguanine. 

6-thioguanine (Chart 3) is a purine antagonist 
that is closely related to 6-M.P. in chemical struc- 
ture.’ It is prepared in 25 mg. tablets and may be 
given orally in a dosage of 2.0 to 2.5 mg. per kilo- 
gram of body weight per day. Whether or not this 
compound has any advantage over 6-M.P. in the 
treatment of acute leukemia remains to be deter- 
mined, but a typical response in a 2-year-old child 
with acute lymphocytic leukemia is shown in 


Chart 4. 
3. 0-diazoacetyl-l-serine (azaserine). 

The structure of azaserine, derived -originally 
from a species of Streptomyces, is shown in Chart 
5. This compound has been shown to have anti- 
leukemic activity in experimental animals*' but the 
results of its use in the treatment of human acute 
leukemia have been disappointing.? However, Bur- 
chenal and co-workers’ recently reported the in- 
duction of temporary remissions lasting one to 
twelve weeks in six of fourteen patients with acute 
leukemia who had become resistant to the admin- 
istration of 6-M.P. alone. The authors’ observations 
of five patients were similar to Burchenal’s, in one 
case a remission lasting seven months having been 
obtained. It is possible, therefore, that azaserine will 
prove to be useful, when given simultaneously with 
6-M.P., to patients in whom a resistance to the latter 
drug has developed. 


Ill. HORMONES 


A. Corticotropin, Cortisone, and Hydrocortisone: 


In 1950, Pearson and Eliel*® reported good clini- 
cal and hematologic remission in 13 of 27 patients 
with acute leukemia who were treated with cortico- 
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Chart 4.—Typical response to 6-thioguanine in a 2-year-old child. 


tropin (ACTH) or with cortisone (11-dehydro-17- 
hydroxycorticosterone; Compound E). Extensive 
clinical investigations since that report was pub- 
lished not only confirmed the observations of Pear- 
son and Eliel in acute leukemia but demonstrated 
significant therapeutic activity in occasional cases 
of malignant lymphoma that had become refractory 
to ionizing irradiation or to nitrogen mustard 
(HN.) therapy. In 1954 Fessas and co-workers'® 
reported excellent results in acute lymphocytic leu- 
kemia following treatment with cortisone or corti- 
cotropin. Complete remission was observed in 18 
of 22 children (82 per cent) ten years of age or 
under, and in three of nine older patients. Partial 
remission was noted in seven additional cases, and 
no response was obtained in three. Poor results from 
hormone therapy, however, were observed in patients 
having acute granulocytic or acute monocytic 
leukemia. 

Corticotropin is available in the form of a sus- 
pension in a gel for intramuscular use, or as a dry 
powder for intravenous or intramuscular use. When 
administered intravenously, the dry powder is 
diluted in 500 cc. to 1,000 cc. of isotonic saline 
or glucose solution and should be given by slow 
infusion over a period of eight to twelve hours. Cor- 
tisone acetate is available in scored 25 mg. tablets 
for oral use, and in suspension for intramuscular 
administration. For the treatment of acute leu- 
kemia, 40 to 80 mg. of corticotropin, administered 
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COOH 


O-diazoacetyl-l-serine 
(Azaserine) 


Chart 5.—Structure of azaserine. 


intramuscularly daily, or 100 to 300 mg. of cor- 
tisone, administered orally in four divided doses 
each day, should be given. Precautions should be 
taken to minimize the undesirable side effects of 
hormone therapy by sharply restricting the salt 
intake and by administering a potassium salt. When 


7 





the desired therapeutic effect has been achieved or 
when the undesirable symptoms of hypercortisonism 
develop, the dose of either compound should be 
reduced. 

Preliminary studies with hydrocortisone (17- 
hydroxycorticosterone; Compound F) in the treat- 
ment of acute leukemia suggest that this compound 
is similar in therapeutic activity to cortisone. As 
the steroid compounds tend to produce a state of 
euphoria, they are sometimes useful as a supportive 
measure in the treatment of patients with incurable 
metastatic tumors of the solid type. 


B. Estrogens and Androgens: 


The usefulness of estrogenic and androgenic 
hormones in the treatment of carcinoma of the pros- 
tate and in carcinoma of the breast is so well known 
that a discussion concerning the use of these com- 
pounds will be omitted. 


DISCUSSION 


In the light of the foregoing discussion, it is 
evident that various types of chemotherapeutic agents 
inhibit the growth (albeit all too transiently) of 
different types of neoplastic disease in man. Each 
main category has rather broad but nevertheless 
generally specific indications of therapeutic appli- 
cation. The cytotoxic alkylating agents are useful in 
the treatment of the chronic leukemias, the malig- 
nant lymphomas, and mycosis fungoides. The recent 
introduction of a new aromatic nitrogen mustard, 
C.B. 1348, by Haddow, et al,!7 may be an important 
step toward the goal of developing chemical com- 
pounds that display maximal therapeutic effective- 
ness against neoplastic growths and minimal toxicity 
against normal tissues. Full assessment of the thera- 
peutic value of C.B. 1348, however, is not yet 
possible. 


Folic acid antagonists, the purine antagonists, 
and the steroid hormones are clearly of value in the 
treatment of human acute leukemia. The choice of 
what agent to employ initially in the therapy of 
acute leukemia, however, is dependent, at least in 
part, on the age of the patient. A high rate of initial 
remission in children with acute leukemia can be 
obtained with cortisone or corticotropin but when 
relapse occurs, a second remission rarely can be 
induced by the readministration of either com- 
pound. In such instances, repeated remissions may 
be observed following treatment with either the 
purine or the folic acid antagonists. In adults having 
acute leukemia, a higher rate of initial remission 
can be produced with 6-mercaptopurine than with 
the antifolic acid compounds or the steroid hor- 
mones. Hence 6-mercaptopurine would seem the 
drug of choice to be used initially in the adult. 


In acute leukemia in humans the existence of or 
eventual development of resistance to antileukemic 
agents seriously limits the possibility for adequate 
control of the disease. For this reason, various com- 
binations of chemotherapeutic agents have been 
utilized in the hope that subsequent remissions 
could be obtained in drug resistant patients. It was 
shown by Burchenal’ (and later observed by the 
authors) that the simultaneous administration of 
azaserine and 6-mercaptopurine will induce remis- 
sion in some patients with acute leukemia in whom 
a resistance to 6-mercaptopurine alone has de- 
veloped. 

490 Post Street, San Francisco 2 (Hall). 
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Nonpenetrating Abdominal Injuries 


WILLIAM BROCK, M.D., and GEORGE CUSICK, M.D., Stockton 


NONPENETRATING OR BLUNT INJURIES to abdominal 
organs present a constant problem in any hospital 
in which patients with traumatic injury are cared 
for. Such injuries are common in occurrence and 
the management of them is extremely difficult. In 
the past seven years the authors have observed 93 
cases of this kind. Data on the site or nature of 


injury, surgical treatment and mortality follow: 


No. Cases Mortality 
Organ Injured or No. Operated Rate 
Nature of Injury On Deaths (Per Cent) 


2t 


Small bowel 

Colon 

Diaphragm 

Pancreas 

Ruptured pregnant 
uterus 0 0 0 

Hemoperitoneum 0 0 0 


( All associated with 
other abdominal injuries) * 


*One splenectomy performed at another hospital. 

tIncludes one ruptured renal neoplasm. 

Most of these problems are owing to traffic acci- 
dents at high speed, and multiple injuries are com- 
mon. Dealing with the abdominal injury is usually 
merely a part of the treatment of a patient who 
_ has been severely hurt in a collision. The association 
of one injury with multiple major injuries of other 
visceral and skeletal structures may obscure proper 
recognition and render the application of appro- 
priate treatment more difficult. In the previously 
mentioned 93 cases there were, in addition to the 
abdominal injury, more than 150 fractures, simple 
or compound. Major intracranial or thoracic in- 
juries were observed in approximately 20 per cent 
of the cases. Diagnosis was particularly difficult in 
patients who were comatose from cerebral trauma. 
Alcoholic indulgence, observed in a high proportion 
of cases, presented additional difficulties. 

The overall mortality in the present series was 
12.9 per cent. The site of injury and the cause of 
death were as follows: 


rgan Injured 
Cause of Death Liver Small Bowel Colon 
Hemorrhage and mulliple 
injuries 
Renal failure 
Aspiration of fluid 
Multiple injuries 


Spleen 


Chairman’s Address: Presented before the Section on General 
Surgery at the 84th Annual Session of the California Medical Associa- 
tion, San Francisco, May 1-4, 1955. 


@ Nonpenetrating abdominal injuries are com- 
monly seen in a general hospital. High speed 
traffic accidents are responsible for the majority 
of these injuries. The mortality rate is high. 
Deaths were from associated injuries, failure to 
recognize abdominal trauma, hemorrhage and 
from acute renal insufficiency. Careful observa- 
tion of every severely injured person, vigorous 
treatment of hemorrhagic shock with whole 
blood, and prompt surgical intervention when 
indicated will improve the mortality figures. 


Concomitant multiple injuries to the cranium, 
thorax and skeletal structures contributed signif- 
icantly to fatality in three cases. Hemorrhage, either 
recognized or unrecognized, was directly responsi- 
ble for four deaths. In three of these cases the 
bleeding was from severe liver lacerations (in one of 
which there was also bleeding from multiple intra- 
abdominal injuries) and in one from a severely 
lacerated spleen in a young child who was thought 
to have a cranial injury. 

Renal insufficiency led to four deaths although 
associated factors played accessory roles. These 
fatalities followed long existing hemorrhagic shock 
either before arrival or after admission to the 
hospital. One death resulted from aspiration of 
blood on the operating table. An intratracheal tube 
had not been used. 

Severe multiple extraabdominal or intraabdominal 
injuries were present in seven of the twelve patients 
who died. 

The high mortality rate reflects in part the severity 
of the injuries. However, with more rapid evaluation 
of the situation of the individual cases and more 
vigorous treatment of the hemorrhagic shock, some 
of the deaths might be classified as preventable. 


DIAGNOSIS 


Successful treatment rests upon the establishment 
of a diagnosis or strong suspicion of hemorrhage 
or of contamination from hollow viscera. Accurate 
diagnosis depends in great part on the acuity of the 
individual examiner. Knowledge of the mode of 
injury, the symptoms and physical findings, and 
the laboratory and x-ray aids should lead to a 
proper diagnosis in most cases. 

In many cases in the present series the diagnosis 
on admission from the emergency ward did not 
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indicate a strong suspicion of abdominal injury. 
The majority of the patients had serious associated 
injuries which focused the examiner’s attention. In 
others the signs and symptoms of abdominal injury 
had not progressed to a point to be readily recog- 
nizable. This emphasizes the absolute necessity of 
careful and frequent reevaluation of each severely 
traumatized person. A changing clinical picture 
may be all important in reaching a final decision. 


History of Injury 


Visible signs of contusion to the abdominal pari- 
etes were not often present. History of a blow to a 
specific abdominal area was occasionally of value. 
The majority of patients gave few details; they had 
but vague memory of an automobile accident. Data 
on the kind of accident and the organs injured 
follow: 

Gastro- 


intestinal Dia- 
Type Liver Spleen Kidney Bladder Tract phragm 


Vehicular... 7 22 16 9 | 5 
2 6 0 5 0 
4 1 0 1 0 
In several cases no history of abdominal injury 
was obtained prior to operative intervention. Lack 
of information of this sort would seem to be more 
likely if the patient is a child or if he was under 
strong influence of alcohol at the time of injury. 
Another factor that may confuse diagnosis is that 
the injury may have sufficiently antedated the present 
complaint as to be disregarded. 


Two illustrative cases follow: 


Case 1. A three-year-old child was admitted to 
the hospital because of distention and abdominal 
pain. Severe signs of peritonitis led to laparotomy. 
A large tear in the jejunum was found. Subsequent 
questioning revealed that there had been a blow to 
the abdomen. 


Case 2. A 36-year-old woman was admitted to 
the hospital because of the onset of severe sudden 
pain in the left upper quadrant of the abdomen. 
Similar pain of minor degree had occurred during 
the previous several weeks. Rapidly increasing 
anemia developed after 24 hours’ observation and 
signs of peritonitis progressed. Upon laparotomy a 
secondary rupture of the spleen was observed. Sub- 
sequent questioning evoked that the causative 
injury had occurred four months previously. 


Liver and Spleen 


Because of the location of the liver and spleen 
under the protective barrier of the thoracic cage, 
thoracic trauma was associated with injury to the 
liver and spleen in 23 of the 40 cases of damage to 
those organs in the present series, as follows: 
Segmental rib fractures in 12 cases, hemopneumo- 
thorax in four cases, contusion of myocardium in 
two, and mediastinal hemorrhage, lacerated peri- 
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cardium and hemopericardium in one case each. 
Hence, when severe thoracic injuries are present, 
possible injury to the solid upper abdominal viscera 
should be suspected. In addition, referred pain from 
above the diaphragm to the abdominal parietes 
may present confusing evidence. 

Symptoms of upper abdominal pain, abdominal 
tenderness and spasm were consistently observed. 
The presence or absence of peristalsis was of little 
value. Shoulder pain was present in about 50 per 
cent of patients with splenic injuries. This sign 
may be elicited only on deep inspiration, or with 
the patient in the Trendelenburg position or with 
manual pressure in the left upper quadrant. 

Signs of blood loss were consistently observed 
and were particularly significant in the absence of 
external bleeding or hemorrhage into soft tissues 
or the pleural cavities. The majority of the patients 
were in varying degrees of hemorrhagic shock when 
first observed. Pallor, tachycardia and lowered 
blood pressure were the most reliable indications of 
loss of blood. 

Initial hemoglobin or hematocrit determinations, 
although of value, were: of much less value in 
estimating loss of blood. A progressive decrease in 
hemoglobin or packed cell volume, or failure to 
respond or to be maintained on whole blood therapy 
was a more reliable indication of internal bleeding. 
Leukocytosis was so consistently observed it was 
considered to be good confirmatory evidence of 
internal hemorrhage. 


Delayed Splenic Hemorrhage 


The clinical manifestations of delayed hemor- 
rhage are commonly associated with splenic injury. 
In the absence of an initial episode of hemorrhagic 
shock, or after an initial response to infusion of 
whole blood, bleeding may recur at an alarming 
rate. Operative observations revealed that usually 
the bleeding is temporarily tamponaded by a peri- 
splenic hematoma, although secondary ruptures of 
subcapsular hematomas may occur. The initial 
injury may have been trivial and may be forgotten 
by the time bleeding recurs. 

In six of the 29 cases in which splenectomy was 
done in the present series, the operation was carried 
out after elapse of four days to four months from 
the time of the initial injury. In most cases there 
was some suspicion of splenic injury, but because 
of injuries to other organ systems and apparent 
cessation of bleeding following the administration 
of blood, operation was deferred. In two of the cases, 
splenic injury was completely unsuspected. When 
conservative treatment of injuries to solid viscera 
is attempted, as it may be sometimes because of 
factors contraindicating operation, cross matched 
blood should be kept close at hand. 
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Two illustrative cases follow: 


Case 1. A 22-year-old man was admitted to the 
hospital following an automobile accident. He was 
in mild shock and complained of severe pain in the 
chest. Upon examination a crushing injury of the 
left chest was noted and there was marked subcutane- 
ous emphysema and hemothorax, evidence of peri- 
cardial effusion and fractures of two lumbar verte- 
brae. The patient rapidly recovered from shock. 
Intraabdominal injuries were suspected, but since 
there was rapid response to whole blood, laparotomy 
was deemed inadvisable in light of the associated 
injuries to the chest. During the next seven days 
large amounts of bloody fluid were drawn from the 
left chest by thoracentesis. On the seventh hospital 
day, severe abdominal pain and shock developed. 
Upon laparotomy, a ruptured spleen with an old 
perisplenic hematoma and fresh bleeding were ob- 
served. 

Case 2. A 28-year-old man came to the emergency 
ward in an alcoholic condition complaining of a 
scalp laceration and pain in the right shoulder 
which he said were caused by injury in a fight. 
X-ray films showed a right acromioclavicular sepa- 
ration. During the next week the patient was 
observed twice in the orthopedic clinic. Twelve days 
later he was admitted to the hospital following an 
episode of severe abdominal pain followed by mild 
shock. Upon laparotomy a huge perisplenic hema- 
toma was observed and there was evidence of 
recent hemorrhage. 


Gastrointestinal Tract 


All segments of the gastrointestinal tract are sus- 
ceptible to injury. In the present series, the inci- 
dence of gastrointestinal injuries was as follows: 
_ Stomach, one; pancreas, three; jejunum, two; ileum, 
five; colon, five. 


The traumatic force is frequently a direct blow 
on the abdominal wall and knowledge of the kind 
and the site of the blow may be helpful in localizing 
the injury. Signs of peritoneal irritation usually 
unassociated with signs of loss of blood were com- 
monly observed. Mesenteric bleeding may present 
a picture indistinguishable from that of injury to 
solid viscera. Delayed perforations secondary to 
contusion and necrosis or to mesenteric injury may 
occur. 

Radiological evidence of a pneumoperitoneum 
was noted in a few cases. Pronounced leukocytosis 


was observed. Elevated serum amylase values may 
be of help in pancreatic injuries. 


Diaphragm 

Diaphragmatic injuries may cause obscure or 
dramatic symptoms. Severe blows or crushing in- 
juries were the usual causes in the present series. 
Respiratory or abdominal symptoms may dominate 
the clinical picture. Severe thoracic or upper abdom- 
inal visceral injuries are commonly associated. In 
two cases in the series the injury was unsuspected 
and was found only on exploration in association 
with a ruptured spleen. X-ray films of the chest may 
be most helpful and barium studies are of confirma- 
tory value if abdominal viscera are suspected to be 
in the chest. 


Kidney and Bladder 


Hematuria is commonly observed in severely 
injured patients. If unable to void, these patients 
should have catheterization immediately. Gross 
hematuria or other suspicion of an injured bladder 
calls for a contrast cystogram. A fractured pelvis 
was present in six of the cases in the present series 
in which hematuria was a symptom. Renal injuries 
may be localized by pain, tenderness, spasm or full- 
ness in the offending flank. Because abdominal symp- 
toms commonly are referred from elsewhere in such 
cases, careful observation to rule out other visceral 
injuries is necessary. Chest injuries and other 
visceral injuries are commonly associated. Intra- 
venous pyelography is of value in selected cases. 


TREATMENT 


Prompt surgical intervention is of vital impor- 
tance to prevent hemorrhage or continued peritoneal 
soiling. Conservative observation may be advisable 
in cases of suspected hemorrhage of not alarming 
degree when associated with severe thoracic or 
cerebral injuries. Decision to operate may be made 
only after a period of careful observation. Liberal 
use of whole blood is the single most important 
factor in lowering mortality rates. In the presence 
of continuing hemorrhage, operation should not be 
unnecessarily delayed. Good anesthesia is required 
and wide surgical exposure is mandatory. 

2633 Pacific Avenue, Stockton 4. 


CALIFORNIA MEDICINE 





Basal Cell Carcinoma of the Nose 


Treatment with Chemosurgery 


GILBERT A. BEIRNE, M.D., and CLINTON G. BEIRNE, M.D., San Francisco 


THE NOSE and the adjacent areas of the face are 
the most common sites of basal cell carcinoma. The 
Tumor Registry and chemosurgery group at the 
University of California Hospital and the authors 
in their private practice have observed that the nose 
is the most frequently involved area. 


Embryologically the nose evolves from the fusion 
of the nasal part of the nasal process and the lateral 
nasal processes at five to eight weeks of develop- 
ment.! The midline of the nose from the root to the 
apex, or tip, is contributed by the nasal process and 
the alae and adjacent cheeks and part of the upper 
lip by the lateral nasal processes. In the migration 
of these anlage to their final positions, they displace 
the medial nasal processes which migrate caudad to 
form the upper lip. The margins of the optic nasal 
grooves which are the precursors of the nasolacry- 
mal ducts are fused in this development. 


The presence of so many fusion planes may 
explain the occurrence of multiple hamartomas in 
the area. This is consistent with the concept that 
basal cell carcinomas originate from epidermal basal 
cells, especially those with a tendency to gland 
formation. Certainly, bits of early epidermis may 
be trapped by the fusion of two surfaces in this 
embryologic process. The view that basal cell car- 
cinomas originate from adnexal primordia is also 
consistent with this hypothesis. Lever? expressed 
belief that these carcinomas originate from incom- 
pletely differentiated embryonal cells. Embryonic 
hair follicles are demonstrable at eight weeks of 
development. If these are the true anlage, they are 
deep-seated and might be expected to result in deep 
carcinomas. Epithelial germs of sebaceous glands 
and hairs are present on the nose, and these are 
types of differentiation seen in these carcinomas. 


Histologically, the nonorganoid hamartoma 
group in which basal cell carcinomas are classified 
may be undifferentiated or differentiated. The 
former includes solid and pigmented basal cell tu- 
mors. The solid type is composed of masses of tumor 
cells showing peripheral palisading and central 


From the Department of Medicine, Subdepartment of Dermatology, 
University of California School of Medicine, San Francisco 22. 

Presented before the Section on Dermatology and Syphilology at the 
84th Annual Session of the California Medical Association, San 
Francisco, May 1-4, 1955. 


VOL. 84, NO. 1 + JANUARY 1956 


@ Basal cell carcinomas of the nose probably 
originate from embryologic cell rests left between 
cartilages and bones in the fusion and migration 
of the nasal precursors. Some carcinomas have 
been found to invade to the mucosal surface 
between subcutaneous structures or around the 
alar margins. Recurrences are particularly likely 
to develop deep extensions due to overlying scar 
tissue. 


In many cases, chemosurgical removal has dis- 
closed unsuspected deep and lateral extensions. 
It is the treatment method of choice for many 
such lesions. 


random arrangement of the nuclei. Variable in- 
flammatory reaction and fibrous or mucoid change 
of the surrounding connective tissue may be present. 
Some lesions, although undifferentiated, show two 
types of cells. One type has small, dark, elongated, 
deep-staining basophilic nuclei, and the other has 
large pale-staining vesicular nuclei. The former fre- 
quently form the deep invading strands of carcin- 
omas. Pigmented basal cells are probably immature 
hair matrix cells. Both types are seen on the nose. 


Differentiation in basal cell carcinomas may be 
toward sebaceous or apocrine glands or hair folli- 
cles. These are the cystic, adenoid, and keratotic 
types respectively. Despite the lack of apocrine 
glands on the nose, some carcinomas of adenoid 
structure are seen. The occurrence of cystic and 
keratotic types is consistent with the abundance of 
pilosebaceous elements on the nose. 


Over three hundred basal cell carcinomas are 
listed in the Tumor Registry at the University of 
California Hospital. One hundred and twenty-three 
met the following minimum criteria. All lesions 
were limited to the nose in extent. All were ob- 
served by physicians for a minimum of two years— 
a length of time chosen because chemosurgery has 
been done at the hospital for only the past three 
years. Nasolabial fold and inner canthus lesions were 
omitted, despite interest in them, because of the 
peculiar problems they present. 

Ninety-three of the tumors that met minimum 
criteria were lesions treated for the first time; the 
remainder were recurrent. The lesions not previ- 
ously treated had been present for from five weeks 
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to 30 years when first observed. (The shorter time 
was the span between two visits to a dermatologist.) 
Fifty-three were in men, 40 in women. The age 
range of patients was from 27 to 85 years and the 
number of patients in various age brackets were: 
60-69 years, 38 patients 


70-79 years, 17 patients 
80-85 years, 8 patients 


25-29 years, one patient 
30-39 years, two patients 
40-49 years, six patients 
50-59 years, 21 patients 


Thirteen patients had additional basal cell car- 
cinomas on the nose. Fourteen had basal cell tumors 
in other areas. Six had additional basal and squa- 
mous cell carcinomas. Thirteen had no other basal 
cell carcinomas, but had squamous cell carcinomas. 


In the group of 123 cases in which treatment by 
x-ray, radium, radioactive phosphorus (P**) sur- 
gical operation, curettage and desiccation is accu- 
rately known, there were 13 recurrences. Following 
are reports of representative cases. 


CASE REPORTS 


Case 1. A woman 57 years of age had an un- 
treated lesion on the dorsum of the nose of one 
year’s duration. It was treated by curettage and 
desiccation and recurred in two years. The recur- 
rence was treated with radium, 0.5 mm. brass fil- 
tration, for 12 hours and there was recurrence in 
six months. It was treated with 5,076 r with 0.25 
mm. copper plus 1 mm. aluminum filtration. The 
area has remained clear 6 years. 


Case 2. The patient, a woman aged 65 years, had 

a lesion on the dorsum of the nose for 20 years. It 

had been treated after five years and again after 16 

‘years with radium. This recurrence was treated by 
curettage and desiccation, and there was then re- 

currence after two years. Retreatment was by curet- 

tage and desiccation and 3,000 r of 200 kilovolt peak 

x-ray. The site had been clear for ten years at last 

report. 


Case 3. A 57-year-old woman had a carcinoma 
of the ala for many years that had been “burned” 
five times. It was treated by curettage and desicca- 
tion, and recurred in five years. Retreatment by 
curettage and desiccation was carried out and at last 
report four years later the site was clear. 


Case 4. A woman 63 years of age had a tumor 
of the dorsum of the nose excised. Growth recurred 
in three months and was excised. There again was 
recurrence in three months, requiring radical ex- 
cision including extension to the nasolabial fold. 
At last report the site had remained tumor-free for 
three years. 


Case 5. The patient, a woman aged 63 years, 
had an untreated carcinoma of the dorsum of the 
nose for more than a year. X-ray to the amount of 
4,500 r was administered, but the lesion recurred 
in three years. It was then widely excised and the 
site had been clear three years at last report. 
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Case 6. A 63-year-old woman had an untreated 
lesion of the dorsum of the nose for five years. Treat- 
ment with radioactive phosphorus, 6,000 roentgen 
equivalent physical, was followed by recurrence in 
six years. The lesion was retreated by curettage 
and desiccation and at last report had not recurred. 


Case 7. The patient, a woman 61 years of age, 
had had a carcinoma of the dorsum of the nose 
treated surgically 25 years previously. Recurrence 
25 years later—a lesion 3 by 4 cm. in diameter— 
was treated by 5,468 r (factors unknown) x-ray. 
There was further recurrence after a year and a 
half of observation. 


Case 8. A 58-year-old man had a carcinoma at 
the side of the nose which was treated with radio- 
active phosphorus. The tumor recurred and was 
retreated with 5,600 r. At last report, five years 
later, there was no further recurrence. 


An attempt to explain the mechanism of recur- 
rent lesions can be made when they are investigated 
and treated by chemosurgery.* The following re- 
ports illustrate several important concepts. 


Case 9. The patient, a woman of 43 years, had 
a basal cell tumor at the side of the nose which was 
treated by curettage and desiccation several months 
after it was first noted. It recurred after four years 
and was excised. The lesion recurred again after 
another five years. As the margins of the surgical 
specimen revealed residual tumor, the patient was 
referred for chemosurgical excision. The lesion, 
measuring 1.6 by 2 cm. in diameter on the sur- 
face, was found to extend irregularly in all direc- 
tions to a diameter of 3 by 4 cm. but remained 
superficial. 


Case 10. A 50-year-old woman had a midline 
nasal tip tumor which was treated by curettage. The 
lesion recurred as a papule, 1 cm. in diameter. Upon 
chemosurgical treatment, a layer of actively pro- 
liferating basal cell carcinoma was observed at the 
surface. Beneath this was a layer of tumor enmeshed 
in scar tissue but showing active marginal growth 
to a diameter of 2.5 cm. The tumor invaded actively 
between the major alar cartilages at their junction 
with the lateral cartilages and terminated beneath 
the mucosa on the left side of the septum. Loss of 
the nasal tip resulted. The area had remained tumor- 
free for three years at the time of latest report. 


Case 11. The patient, a woman 53 years of age, 
had a nose tip lesion treated by curettage and desic- 
cation four years before chemosurgical therapy was 
done, and by curettage and desiccation plus x-ray 
two years before chemosurgery. The recurrent lesion 
was traced between the cartilages to a tumor-free- 
plane on the mucosa of the septum. The site has 
remained clear for two years. Chemosurgical tissue- 
sparing permitted saving the major nasal cartilages 
and septum, facilitating grafting. 


CasE 12. A woman of 67 years had a slowly 
growing lesion on the left ala that reached a diam- 
eter of only 1 cm. in two and a half years. It had 
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not been treated, but the alar margin was retracted 
by spontaneous sclerosis. Chemosurgery showed that 
the carcinoma extended approximately 2 cm. 
cephalad from the alar margin. It extended around 
the edge and beneath the mucosa for 1 cm. The 
fibro-fatty tissue of the ala was invaded, but the 
major alar cartilage was unaffected. After healing, 
a split thickness skin graft was placed, with an 
excellent cosmetic result two years later. 


Case 13. A 37-year-old woman had an epitheli- 
oma on the right side of the nose at the alar fold 
which had been treated three years previously by 
x-ray (factors unknown). The margin of the ala was 
retracted. Recurrences were noted on the skin and 
the mucosal surfaces; the latter were deep along 
the floor of the nose. Chemosurgical excision showed 
that the two actively growing sites were connected 
through strands of basal cells enmeshed in scar 
tissue at the previous treatment site. The tissue 
defect was limited to the fibro-fatty tissue. The 
remaining major alar cartilage provided an excel- 
lent graft site. 


DISCUSSION 


Since basal cell carcinomas probably originate 
from elements that are deep seated embryologically, 
it is important to bear in mind that a tumor at the 
surface may have its origin between the nasal 
cartilages or bones. The possibility of a concurrent 
deep growth toward the mucosa must also be con- 
sidered. This has been demonstrated in lesions 
treated chemosurgically and is especially true of 
recurrent basal cell carcinomas.*:® Surgical ex- 
cision frequently requires grafting because of poor 
mobility of nose skin. In addition, removal must 
be deep. Successful treatment by x-ray for either 
initial or recurrent lesions requires filtered radia- 
tion to the maximum hardness consistent with 
avoidance of chondritis. 


In an effort to evaluate the depth to be employed 
in curettage and desiccation, we have used what has 
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come to be called at the University of California 
Hospital, the “chemo check.” Following curettage 
with successively smaller curettes, the chemosurgi- 
cal fixative has been employed in place of desicca- 
tion. The fixative has been applied to fix tissue to 
a depth corresponding to the depth usually reached 
by desiccation. In many instances the first horizontal 
excision and vertical sections through the excised 
material have indicated complete removal by the 
curette. In some cases three excisions have been 
required, indicating that the tumor would probably 
have recurred at a level below the depth reached by 
desiccation. Each excision removed 1 to 2 mm. 
of tissue. In a few instances, unsuspected marginal 
extensions were discovered. Desiccation, therefore, 
should be deep, especially when the tumor overlies 
junction lines of cartilage, bone and fat. 

The most important therapeutic consideration, 
whatever the method used, is to go deep enough to 
destroy the entire tumor on the first treatment. 
Although marginal recurrences are relatively easy 
to retreat, deep residual tumors can grow to signi- 
ficant size before detection if trapped beneath scar 
tissue or graft. Treatment should be carried around 
the margins of the alae and even on to the mucosa 
for carcinomas of this area. Chemosurgical treat- 
ment is the method of choice where cancer borders 
are indefinite or tissue-sparing is an important 
consideration. 

2411 Ocean Avenue, San Francisco 27. 
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Dental Extraction During Dicumarol Therapy 


JOHN MARTIN ASKEY, M.D., and CLIFFORD B. CHERRY, M.D., Los Angeles 


IN ADMINISTERING long term antithrombotic therapy 
with dicumarol, it is a common practice to warn 
patients against the recognized hazards of pro- 
thrombin reduction, including the danger of hemor- 
rhage following dental extraction. It is generally 
agreed that extraction should not be done until the 
prothrombin time is allowed to return to normal.® 
Failure to instruct one patient, however, resulted in 
several experiences which revised the authors’ 
opinion on this matter. The patient, on an office 
visit for routine prothrombin determination, men- 
tioned that he had had several teeth extracted 
recently (Table 1, Case 1). The dentist was called, 
was surprised to learn that the patient had been 
taking dicumarol, and said there had been no 
unusual bleeding. 

In another case (Case 2, Table 1), after cerebral 
thrombosis with hemiplegia, the patient received 
dicumarol for one and one-half months and the 
prothrombin concentration was maintained between 
20 and 50 per cent. After a severe attack of diarrhea 
lasting several days, hemiplegia recurred, and the 
prothrombin concentration was found to be 100 per 
cent. The dicumarol dosage was increased and again 
the concentration was reduced to between 20 and 
50 per cent and so maintained by continuous therapy. 
Three years later, when dental extraction became 
necessary, the oral surgeon was loath to extract the 
teeth without discontinuance of dicumarol. The 
patient was reluctant to discontinue dicumarol. The 
authors hesitated to make a decision. An able 
advocate, the patient pleaded his case well in a letter 
to the oral surgeon: 


‘ 


*, . . If I desist from taking dicumarol for 
four days there is the possibility that I might 
have another thrombosis. If I do take it, there 
is another possibility (which I personally think 
is somewhat less) of excessive bleeding from 
the extraction. . . . It is my deliberate desire 
and deliberate wish to take the second risk, i.e. 
the risk of some excessive hemorrhage rather 
than the risk that would be involved from ceas- 
ing to take dicumarol . . .” 


Three teeth were extracted without unusual bleed- 
ing, and a fourth was extracted later. 

After these two experiences, we had greater cour- 
age in continuing antithrombotic therapy through 


From the University of Southern California School of Medicine, Los 
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@ Extraction of 14 teeth in six patients taking 
dicumarol caused no unusual bleeding. Discon- 
tinuance of dicumarol prior to dental extraction 
should not necessarily be a routine procedure; in 
certain persons with a demonstrated strong tend- 
ency to recurrent thrombosis, dicumarol should 
be continued, based on the decision that the 
danger of clotting without the drug is greater 
than the danger of bleeding with the drug. 


dental extractions with other patients. Altogether, 
six patients in our care have had 14 extractions. The 
last patient had a first molar extracted at a time the 
prothrombin concentration was 14 per cent. He 
“bled a little more than usual,” the oral surgeon 
reported, but bleeding was controlled without diffi- 
culty. It is especially significant that the average 
age of these patients was over 65 years, for bleeding 
is more likely to occur in persons in the higher age 
brackets because of degenerative vascular lesions. 
In younger patients with rheumatic heart disease 
whose blood vessels are in better condition, the 
danger would be less. 


DISCUSSION 


The results of these six cases indicated that the 
risk of bleeding from dental extraction during 
dicumarol therapy is much less than has been sus- 
pected. This can be reasonably explained. In a raw, 
bleeding area in an internal, inaccessible wound, 
pressure cannot be applied, and the thromboplastin 
essential to clotting is swept away by the blood flow. 
In external surface bleeding, however, pressure can 
be applied and there is tissue juice available as a 
source of thromboplastin; therefore the bleeding 
usually is easily stopped. However, this report 
should not be construed as evidence that there is no 
need ever to discontinue dicumarol for dental ex- 
tractions. The prothrombin deficiency presumably 
could lead to serious bleeding, although no instances 
have been reported. 

Most patients can safely discontinue dicumarol for 
four days. Thirteen of 14 patients with rheumatic 
heart disease and multiple embolism reported by 
Tulloch and Wright® had no bad effects from stop- 
ping dicumarol before dental extraction. In some 
patients, however, thromboembolic episodes ap- 
parently may develop quickly. In chronic cardio- 
vascular disease in which the lesions inciting throm- 
bosis do not heal but continue as a constant 
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Sex and Age 
M 71 


TABLE 1.—Results following dental extraction in patients receiving dicumarol therapy. 


Diagnosis 


Coronary artery disease; 
angina pectoris 


Recurrent cerebral throm- 
bosis; two episodes hemi- 
plegia 


Cerebral thrombosis; two 
episodes of hemiplegia 


Cerebral thrombosis; 
hemiplegia; diabetes 


Rheumatic heart disease; 
cerebral embolism 


Coronary artery disease ; 


Teeth Extracted 


Upper right molar 
Upper left molar 
Upper right bicuspid 


Three upper incisors 


Upper first molar 


Right upper 2nd bicuspid 
Second and 3rd right 
upper molars 


Lower right 2nd bicuspid 


Lower left bicuspid and 
upper right bicuspid 


Lower right first molar 


Prothrombin 
Concentration 


(Per Cent) 


35 
34 
19 


39 


20 


22 
24 


28 


Statement of Dentist 


“No difficulty in stopping bleeding. 
Gums not sutured.” 


“Extracted three teeth without ex- 
cessive bleeding . . . Not necessary 
to place packs in the wounds.” 
“Normal amount of bleeding.” 


“No excessive bleeding and made a 
good recovery.” 


“No difficulty in stopping bleeding. 
A normal blood clot formed in 20 
minutes.” 


“No unusual bleeding. Blood clot 
formed normally.” 


“Bled a little more than usual, 


myocardial infarction 


thrombotic hazard, the rise in coagulability that 
follows cessation of the drug at times may be 
followed closely by recurrent thromboembolism. 

One of the 14 patients reported upon by Tulloch 
and Wright® developed a cerebral embolus and four 
days later a brachial artery embolus, which he 
survived. Facquet” reported upon one patient with 
rheumatic heart disease who developed a cerebral 
embolus and died when the drug was discontinued as 
a prelude to dental extraction. Cosgriff,! reporting a 
series of 26 patients with chronic rheumatic valvular 
disease with systemic arterial embolism, stated that 
in 70 per cent of the cases in which long-term anti- 
coagulant therapy was stopped, a complicating em- 
bolism occurred, one fatal and another seriously 
crippling. Four emboli occurred within the first 
two weeks after treatment was discontinued. Pre- 
sumably a comparable risk exists in recurring 
thrombophlebitis and in recurring cerebral throm- 
bosis when dicumarol is stopped. 

Certainly every patient must be meticulously 
evaluated in an attempt to identify those who are 
likely to have thrombosis if the drug is stopped. It 
is difficult to identify this small number, but in 
those in whom recurrent thrombosis has developed 
when dicumarol has been discontinued or when 


VOL. 84, NO. 1 + JANUARY 1956 


but with pressure packing was con- 
trolled nicely.” 


the prothrombin has unpredictably risen, the throm- 
botic potential is high (Cases 2 and 3, Table 1). 


If such patients require dental extraction, the 
risk of bleeding, the authors believe, is much less 
than the risk of thrombosis. Olwin and Friedman*® 
pointed out that a little bleeding may be of slight 
consequence but that a little clotting may mean the 
difference between a living and a dead patient. It is 
doubtful that bleeding from a dental socket can be 
as serious as an episode of thromboembolism. In 
case of hemorrhage, available K, preparations can 
produce a rapid rise in prothrombin activity.‘ 

1930 Wilshire Boulevard, Los Angeles 57. 
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Cancer of the Larynx 


The Advantages of More Conservative Treatment 


CHARLES L. RUBENSTEIN, M.D., San Francisco 


PEssIMISM as to the curability of carcinoma of the 
larynx is ungrounded. The earlier accurate diag- 
nosis is made and appropriate treatment instituted, 
the better will be the ultimate result. 

A better classification of pathologic conditions 
of the larynx is needed, with more general agree- 
ment not only as to the location of the lesion but also 
as to the effect that it has on adjacent vital struc- 
tures. Before conclusions can be reached as to the 
best methods of proper treatment in each case, the 
histologic features and the clinical and biological 
behavior of any tumor must be studied extensively. 
The evaluation of any lesion in the larynx may thus 
require the combined work of laryngologist, clini- 
cian, pathologist and radiologist. 


In almost all utterances in recent years on the 
general problems of cancer control the important 
position of the family physician has been stressed. 
The symptomatology, the course and the decep- 
tiveness of early cancer all require vigilance, good 
training and keen judgment on the part of the gen- 
eral practitioner. 

It is advisable that every family physician should 
’ Secome familiar with the techniques of using the 
laryngeal mirror. No examination should be con- 
sidered complete unless the mouth, pharynx and 
larynx are scrutinized. Only with such routine and 
thorough examination of each patient can the 
control of cancer be successful. When a lesion is 
discovered the combined cooperation of physicians 
in the various fields are necessary to determine the 
special treatment and care each individual may 
require. 

Once the diagnosis is made there may be honest 
and supportable differences of opinion as to what 
form of treatment to use. Some may prefer surgical 
operation,®: 1° some roentgen irradiation,* *: > ® 
and others a combination of both.®:® Advances in 
both surgical treatment and irradiation have been 
rapid in the last few years and, depending upon 
the background and training of the physician as 
well as the conditions in the case at hand, either one 
or both methods of treatment have been recom- 
mended by various competent physicians. In any 
case the responsibility as to what treatment is to be 
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@ Properly administered irradiation therapy for 
cancer of the larynx in properly selected cases 
can be successful. Reported herein is the case 
of a woman 49 years of age with a Grade 3 
squamous cell carcinoma of the larynx, who at 
first was scheduled for radical operation but 
was treated by irradiation therapy with an esti- 
mated total dose of 5292 r given in 29 treatments. 
The tumor and all subjective and objective symp- 
toms disappeared. The patient was still well when 
last observed a year later. 


instituted is always to be accepted with serious 
concern. Of particular importance is the evaluation 
of the clinical behavior of a lesion.’ A critical inter- 
pretation of a pathological diagnosis which does not 
accord with the clinical features is absolutely neces- 
sary. Final choice as to the method of treatment 
may necessitate reconsultation with all the various 
specialists concerned. 

In general there are two major anatomical groups 
of cancer of the larynx—“intrinsic type,” in which 
the tumor is in the larynx proper, and “extrinsic 
type,” in which it is in the laryngopharynx.® 

Intrinsic cancer includes tumors of the vocal 
cords, anterior commissure, subepiglottic region 
and ventricle up to the free margins of the false 
cords. Some observers consider intrinsic cancer 
“operable” by cordectomy or laryngectomy, as 
opposed to the “inoperability” of extrinsic cancers. 
However, roentgen irradiation has been shown to 
be effective and in some series equal in effectiveness 
to operation.® 

Extrinsic cancer includes tumors from the tip of 
the epiglottis to the cricoid cartilage, including the 
epiglottis or false cord, the aryepiglottic fold, the 
arytenoid area, the pyriform sinus and the post- 
cricoid region. Roentgen therapy is effective in 
many cases. 

Extensive lesions of both intrinsic and extrinsic 
cancer are considered to be extrinsic. Roentgen 
therapy may be effective or palliative, depending 
upon the extent of the infiltrative process. 

Failures occur regardless of method of treatment 
and with all accepted methods of therapy there is 
formidable morbidity.’ 

The author’s preference is for conservative treat- 
ment with roentgen irradiation for intrinsic cancers 
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and a combination of radiotherapy and operation 
for extrinsic cancers as indicated. 


The normal power of speech is to be given up 
with great reluctance and resistance even though 
ability to speak with the esophageal voice can be 
developed. The main virtue of radiotherapy lies in 
the possibility of control of cancer without mutila- 
tion. Postirradiation operation is sometimes neces- 
sary. These operations have been done without 
unusual difficulty or complications, despite opinions 
to the contrary.§ Postoperative healing and con- 
valescence are uneventful. 


It must be admitted that roentgen therapy is a 
delicate procedure requiring considerable experi- 
ence, careful observation and accuracy, with daily 
examination a necessity. Complete cure lies between 
the narrow limits of enough to excessive irradiation, 
and it is not sufficient to prescribe dosage in any 
given case with a fixed formula. 


PRESENTATION OF A CASE © 


Following is a report of a case of squamous cell 
carcinoma of the larynx in which radical operation 
was scheduled at first. However, after numerous 
consultations of specialists in the various fields of 
medicine involved, it was decided to treat the patient 
conservatively with irradiation therapy supple- 
mented with large doses of Vitamin C. The lesion 
disappeared completely, the patient’s physical and 
mental well-being was reestablished and she was 
still well when last observed a year later. 


The patient, a 49-year-old white woman, had a 
chronic pulmonary process in the right side of the 
chest. Her father, then 84 years of age, had cancer 
of the prostate. One sister died at the age of 42 from 
cancer of the stomach. Another sister died of cancer 
of the intestines and a third sister of tuberculosis. 

In the present case the first symptoms were sore- 
ness of the throat, difficulty in swallowing and occa- 
sional hoarseness. Physicians who examined the 
patient observed a lesion in the throat at the left 
side of the pharynx, extending posteriorly and into 
the left arytenoid area, where there was almost 
complete fixation of the cartilage. A biopsy speci- 
men was taken and a pathological diagnosis of 
squamous cel] carcinoma Grade 3 was made. 

The patient was advised to have immediate radical 
operation with reconstruction of the pharynx. She 
wished to have further medical advice, however, and 
after extensive consultations it was decided to give 
irradiation therapy. The presence of an ulcer at 
the site of removal of the specimen for biopsy was 
not a contraindication. 

The patient received 29 treatments with x-ray. A 
total of 2,700 r was given in air through each of two 
5x8 cm. lateral ports, one directed to the right and 
one to the left of the larynx. There was also 2,650 r 
given in air through a 5x8 cm. port directed anter- 


VOL. 84, NO. 1 + JANUARY 1956 


iorly to the larynx. The radiation employed was 
generated at 200 kvp. peak and filtered by Thora- 
eus filter. The half-value layer was 1.9 mm. of cop- 
per. The focal skin distance was 50 cm. and the force 
was 20 milliamperes. The estimated dose of radiation 
on the tumor was 5,292 r. 


At the end of the course of therapy there was 
moderately severe erythema over the three areas. 
Later the redness subsided, leaving only a faint 
tanning of the skin. 


While under radiation therapy the patient was 
observed daily. To make the observations more 
accurate a modified hemoglobin colorimetric scale 
was used for the purpose of detecting any minor 
change in the larynx.!? 


A year after therapy the patient was leading a 
useful and active life and her voice was unimpaired. 
No prediction can be made, of course, as to the final 
result. 


Edema severe enough to necessitate tracheotomy 
sometimes occurs after irradiation of the larynx, 
but there is no constant relation between this reac- 
tion and the eventual result of therapy.® 


Complete and successful cure of cancer of the 
larynx depends upon its early diagnosis and treat- 
ment. Good oral hygiene is a factor in lessening the 
incidence and complications of cancer. 

450 Sutter Street, San Francisco 8. 
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Treatment of Alcoholism 


Problems Arising from the Substitution of Other Drugs in Therapy 


WHEN A PHYSICIAN sees an alcoholic it is usually 
at the request of some member of a frantic family 
who reports that the patient “is very sick, can’t hold 
anything on his stomach and has bad dreams,” and 
usually the physician is asked to “prescribe some- 
thing” so that the patient (and the family) can get 
some rest. The caller feels sure that a good night’s 
sleep will solve the problem. The physician is often 
reluctant to visit the patient; but pressure from the 
family and his own conscience necessitate a visit 
or at least a prescription. The first choice is a seda- 
tive drug. Over the phone or in the patient’s presence 
the physician orders a barbiturate, paraldehyde or 
occasionally another drug calculated to help the 
patient over the jitters, perhaps relieve or prevent 
delirium, and help him get along without alcohol. 

The next day the relatives again call the physician. 
The patient has slept a little during the night but 
is complaining bitterly about an upset stomach 
and great tremulousness. He is irritable and irasci- 
ble. He may be threatening to have another drink, 
or going out to get a new bottle. Can the physician 
prescribe more of those pills? The patient has just 
-taken the last two and still seems to be unable to 
settle down. The physician calls the pharmacist and 
orders a refill of the prescription, for twice the 
amount. 

The next contact with the patient or his relatives 
is in a few days. The patient has not been drinking 
or is drinking only a little and is feeling much better, 
but he still is not quite himself and has trouble 
sleeping; and tomorrow he has to go back to work. 

Somewhat later the patient himself calls and tells 
how well he is doing. He still cannot sleep, however, 
and needs a refill of those capsules. After three or 
four calls within a few weeks the physician may 
begin to feel that he is being bothered unnecessarily 
and he may increase the number to 50, 100 or even 
150 capsules. (That ought to hold the patient for 
awhile). Or the physician, judging that the patient 
has had enough drugs, tells him the dangers of 
drugs and warns him to stop. In the latter case, the 
patient calls a physician he has seen a few months 
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@ Of the 139 patients admitted to hospital for 
chronic alcoholism, 32 had been taking other 
drugs also, and 17 were addicted to the drugs. Of 
the 32 patients, 16 used barbiturates, and 8 were 
addicted. Five took large amounts in suicidal 
attempt. 

Ten patients combined still other drugs with 
alcohol and barbiturates; and seven of them were 
addicted to barbiturates. Of the six patients com- 
bining alcohol with drugs other than barbiturates, 
two were addicted to the use. 

Of the 16 patients who used drugs other than 
barbiturates, eight used one or more opiates such 
as meperidine, morphine, codeine or dihydromor- 
phinone. Four used stimulants such as benzedrine 
or dexedrine, alone or in combination. Still other 
drugs were used in some combination by 32 
patients. 


or years earlier, describes his difficulty in sleeping 
and says that another doctor prescribed some cap- 
sules a while back which really helped. However, 
that doctor is out of town right now and “Will you 
please refill the prescription?” This, then, is the 
beginning of a vicious cycle. 

A few months or years later the patient may be 
seen by a psychiatrist, again as the result of family 
urging. Members of the family say that lately he 
has not been drinking but for some reason he acts 
drunk at times. His speech is slurred and his gait 
staggering. His boss has complained that the em- 
ployee shows poor judgment and perhaps should 
have a vacation or be laid off his job. 

In the interview, the psychiatrist observes the 
conditions reported by the family: The patient 
staggers into the office but there is no odor of alco- 
hol. He is dysarthric, his memory poor, judgment 
impaired and cognitive functions slowed. 

The patient relates a typical history: He is 39 
years old. He had been a social drinker until 12 
years ago when he began having marital difficulties, 
and his drinking then increased considerably. A 
year or so later, while on a business trip, he woke 
one morning feeling extremely tremulous and with 
mild discomfort in the precordium. A physician 
who was called prescribed “therapeutic doses of 
barbiturates.” During the intervening years, he 
had consulted many physicians, most of whom 
cooperated in meeting his requests for sedatives. 
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About a year ago, when his regular physician went 
on a vacation, the patient was referred to another 
doctor. The second physician apparently got tired 
of the patient and managed the situation by allow- 
ing him unlimited quantities of sedation. During 
the preceding few months, the patient had been 
taking 16 to 24 capsules (0.1 gm. each) of pento- 
barbital a day. In the ten years since he began tak- 
ing barbiturates, he has continued to be a daily 
drinker, consuming up to a fifth of whiskey a day. 
At times he has had spells of unconsciousness, with 
jerking. 

The problem at this point becomes one for hospital 
management in a psychiatric ward.® 

In order to clarify a clinical observation that the 
use of certain drugs in the treatment of alcoholism 
is potentially dangerous, the author reviewed the 
records of admissions to the psychiatric department 
of a general hospital. Of the 139 patients admitted 
in 1954 with a primary diagnosis of chronic alco- 
holism, 32 (23 per cent) were taking regularly 
some drug or combination of drugs in conjunction 
with alcohol or had substituted drugs for alcohol. 
Of these, 17 were or had been addicted to one or 
more of these drugs. 

Of the 32 patients, 16 were drinking and taking 
barbiturates or had substituted barbiturates for 
alcohol. Eight of the 16 were addicted to barbit- 
urates. Ten additional patients were drinking and 
also taking barbiturates and some other drugs or 
had substituted one or more of these drugs for 
alcohol. Six of the ten were addicted to barbiturates 
and one to a combination of barbiturate and stimu- 
lant (Dexamyl®). Six other patients either com- 
bined alcohol with drugs other than barbiturates 
or had substituted them for alcohol. One of the six 
was taking 20 to 30 amphetamine tablets (10 mg. 
each) daily, and another had been successively 
addicted to paraldehyde, morphine and meperidine 
(Demerol). (See Table 1.) Although a total of 26 
patients (15 of them addicts) used barbiturates, 
many of the 32 also took opiates such as meperi- 
dine, morphine, codeine and dihydromorphinone 
(Dilaudid). Other drugs used were racemic amphet- 
amine (Benzedrine), dextro-amphetamine (Dexe- 
drine), bromides, paraldehyde and chloral hydrate. 
Two patients were taking unknown drugs bought 
over the counter in a drugstore (See Table 2). 

Addiction is defined as follows by the Expert 
Committee on Drugs Liable to Produce Addiction 
of the World Health Organization: “Drug addiction 
is a state of periodic or chronic intoxication, detri- 
mental to the individual and to society, produced 
by the repeated consumption of a drug (natural or 
synthetic). Its characteristics include: (1) an over- 
powering desire or need (compulsion) to continue 
taking the drug and to obtain it by any means, (2) 
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TABLE 1.—Data on combined use of alcohol and drugs by alco- 
holic patients 


Total number patients 
admitted for aleoholism, 139 
Patients combining alcohol 

and_ barbiturates 8 
Patients combining alcohol, 

barbiturates and other drugs 7 
Patients combining alcohol and 

drugs other than barbiturates. 2 
Total patients combining alcohol 

and d 17 


Addicted 
to Drug 


TABLE 2.—Use of drugs other than barbiturates in group of 139 
alcoholic patients 





Number of patients 
OPIATES— 


Meperidine (Demerol) 

Morphine 

Codeine 

Dihydromorphinone (Dilaudid) 
STIMULANTS— 


Racemic amphetamine (Benzedrine) .... 
Dextro-amphetamine (Dexedrine) 


OTHER DRUGS— 
Bromides 


Paraldehyde 
Chloral hydrate 
Unknown 


a tendency to increase the dose and (3) a psychic 
and sometimes a physical dependence on the effect 
of the drug.”! 

Within the scope of this definition, alcoholism 
is an addiction comparable to that which may 
result from the use of narcotic drugs. The patient 
almost always has an overpowering desire for alco- 
holic beverages, universally increases the frequency 
and amount of his drinking, and without reservation 
is psychically dependent on alcohol to maintain 
a sense of well-being. As with other types of addic- 
tion, milder forms often eventuate in increased 
dosages or in more rapid and effectual methods of 
administration or in combinations of drugs for 
greater effect. An alcoholic, therefore, is a potential 
addict to any other medication which fulfills his 
requirements. Barbiturates produce intoxication 
similar to that of alcohol and have the specific ad- 
vantage of having no alcoholic odor. They are cer- 
tainly more easily secreted upon the person than 
is a bottle of whiskey and can be taken surrep- 
titiously with greater ease. Unfortunately, these 
drugs are too easily available from both legitimate 
and illegal sources. 

The tendency of alcoholics to take other drugs is 
too little recognized and a physician may be too 
ready to prescribe addicting medications without 
adequate investigation. (One of the 139 patients 
in the present series had had as his latest prescrip- 
tion, before he was admitted to hospital, one for 
150 pentobarbital capsules (0.1 gm. each). Further- 
more, the prescription of barbiturates to an alco- 
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holic for the treatment of nervous tension or physical 
illnesses is potentially dangerous. One of the 
patients under treatment for hypertension had two 
automobile accidents while under the influence of 
phenobarbital but not of alcohol. 

It is well known that alcoholics, like other ad- 
dicts, are given to pathological lying and deceit. An 
unwary physician may well become the pawn of an 
alcoholic who has turned drug addict, as in a case 
in the present series, that of X, a man 51 years of 
age. He had constantly used alcohol to excess until 
1949 when disulfiram was prescribed as an adjunct 
to treatment. A year later he discontinued the drug 
and started drinking again. In 1951 he was ad- 
mitted to a state hospital with acute depression and 
had electroshock therapy. Within a year, he noted 
a gradual recurrence of depression and consulted 
a physician in his home town, who prescribed a 
combination of amobarbital and dextro-ampheta- 
mine (Dexamyl). From that time until hospital 
admission, there was progressive deterioration of 
judgment and the patient finally lost his job. He 
had increased the consumption of the drug to 150 to 
200 tablets a week. In addition, he continued to 
drink heavily. It was learned that four different 
physicians were supplying him with drugs, each 
unaware that the others were doing so. In addition, 
he was on exceedingly good terms with several local 
pharmacists who thought well enough of him to 
refill his prescription. To further complicate the 
problem, many patients have a psychotic reaction 
at the time of withdrawal of drugs. One of the 
patients in the present series was transferred from 
another hospital. He had been hospitalized for a 
_ physical illness and drugs had been abruptly with- 
drawn because the attending physician was unaware 
of the patient’s addiction. Within four days his 
behavior had become so bizarre that a diagnosis of 
acute schizophrenic reaction was made. After trans- 
fer, an interview with a relative revealed that the 
patient had been taking large amounts of barbit- 
urates. He was immediately started on pentobarbi- 
tal, 0.2 gm. every six hours, and within 12 hours the 
psychosis had cleared. There was no recurrence of 
symptoms during gradual withdrawal of the drug 
over a two-week period. 

Although no attempt has been made to determine 
the number of patients who had grand mal seizures, 
this is one of the most common and potentially 
serious of the complications of abrupt barbiturate 
withdrawal. One patient in the series was a heavy 
drinker who also took barbiturates. During a busi- 
ness trip across the country he had run out of 
drugs. Just before reaching his destination he had 
a severe convulsion and fractured his jaw. In a 
hospital, barbiturates and anticonvulsants were 
administered, but within a few hours another seiz- 
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ure occurred, laryngeal edema developed and the 
patient died. 

Occasionally alcoholics become seriously de- 
pressed, and of course a handy supply of barbit- 
urates facilitates action upon an impulse to suicide. 
During the past year the author has treated five 
alcoholic patients who took large amounts of bar- 
biturates in suicidal attempts. 

Like addicts to opiate drugs, an alcoholic will, 
when kept from his normal daily requirements, 
substitute almost any other available medication. 
One patient, a 40-year-old woman had been previ- 
ously treated for alcoholism with disulfiram as an 
adjunct. A few months after discharge from the 
hospital her relatives called, stating that she did not 
seem to be herself. Since leaving the hospital, she 
had worked in a physician’s office and was able to 
procure barbiturates from the office supply as well 
as drug samples. When these did not seem to be 
sufficient, she took a patent medicine containing 
bromides. Upon readmission to the hospital, the 
patient was extremely drowsy; her speech was 
slurred and her gait staggering. Her memory, 
attention and judgment were poor and she was dis- 
oriented as to time, place and person. The content 
of bromide in the blood was 212 mg. per 100 cc. 

Some patients who have first started on drugs 
after drinking excessively later turn to narcotics. 

Less frequent than ‘he ‘oregoing problems are 
those associated with taking of stimulants. Benze- 
drine and Dexedrine are known for their effects 
on the central nervous system. They give a feeling 
of euphoria and an increased feeling of alertness, 
and prevent feelings of fatigue and sleepiness. These 
effects induce alcoholics to take these drugs in 
order to counteract the reaction to drinking. 

During the past four years not a single case of 
paraldehyde addiction has been observed in the 
department of the hospital in which the author 
serves, although one patient in the group had previ- 
ously been addicted, and another was seen in an 
emergency situation as a result of an overdose of 
paraldehyde. 

It is to be noted that the alcoholic often com- 
pounds his own problems. Three of the 32 alcoholic 
patients who also took drugs were admitted as a 
result of bromide delirium. One of these patients, 
a man 49 years of age, had been drinking three or 
four quarts of beer a day for many years. He had 
been in the habit of taking a patent medicine con- 
taining bromides for more than 20 years. During 
recent months nervous tension had increased and he 
had taken the medicine by the “swig” instead of as 
directed on the bottle. It was reported that during 
the month before hospitalization he appeared 
“slowed down, was inattentive, dull, groggy, for- 
getful, and frequently mumbled to himself.” He 
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was also dysarthric, ataxic, and had loss of memory 
for recent events. Bromide content of the blood 
was 244 mg. per 100 cc. 

Patients who take bromides, although not within 
the scope of the previously cited definition of 
addiction, are classified as addicts by Maurer and 
Vogel.* Inclusion of two patients with bromide 
delirium would bring the total number of addicts 
in this series to 19. 


DISCUSSION 


Ironically, abstinence from drinking may be a 
curse in disguise. An alcoholic who is “dry” is 
always a potential candidate for addiction to other 
drugs. Sometimes it is extremely difficult to deter- 
mine whether or not a patient is taking medications 
which have not been prescribed. The author has 
come to recognize that even small differences in 
muscular coordination, speech or cognitive functions 
may indicate that the patient is surreptitiously tak- 
ing drugs. If these symptoms are evident, it is wise 
to question the patient carefully and perhaps consult 
his family. If this is not possible, the patient should 
be hospitalized for observation and laboratory 
studies to determine the cause of the symptoms. 

The material in this paper might lead to the 
conclusion that an alcoholic should never be given 
sedatives for any purpose. As a general rule this 
may be correct. However, there are several specific 
exceptions. 

1. Patients suffering from acute alcoholic intoxi- 
cation and hangover should be given sedation for 
the relief of insomnia, tremulousness and gastric 
distress. If it is not possible to hospitalize the 
patient, the drugs should be carefully controlled by 
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specific instructions to relatives. Since many alco- 
holics use insomnia as an excuse for drinking or 
taking drugs, sedatives should be withdrawn within 
a few days. Hospitalized patients should never be 
discharged until they have reestablished a normal 
sleep pattern without medication. 


2. Nothing is more frightening to a delirious 
alcoholic than a sleepless night with interminable 
hallucinations. Such a patient also requires seda- 
tion and should continue to have it until he is free 
from nocturnal visitations and able to sleep for at 
least a few hours. Some delirious patients also 
require sedation during the day. Again, it is not wise 
to discharge the patient from the hospital until he 
is able to sleep well. 


3. In the event an alcoholic has convulsions dur- 
ing the period of active drinking or hangover, he 
should be treated as though addicted to barbiturates. 
Isbell*? worked out a very satisfactory method for 
the withdrawal of barbiturates from addicts, and 
Hargrove and co-workers” reported upon experience 
with it. 

2000 Dwight Way, Berkeley 4. 
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Tumors of the Urachus 


Report of Five Cases 


ROBERT J. PRENTISS, M.D., RALPH B. MULLENIX, M.D., 
JAMES M. WHISENAND, M.D., and MICHAEL J. FEENEY, M.D., San Diego 


TUMORS OF THE URACHUS are relatively rarely 
reported in the literature. It is the purpose of this 
paper to present three additional patients with 
malignant and one with benign urachal tumor, and 
an 11-year follow-up of another patient, one of three 
previously reported,'* who had adenocarcinoma of 
a urachal cyst with vesical invasion. 

In February, 1953, Slater and Torassa’® found 
reports of 70 cases of carcinoma of the urachus in 
the literature and added one of their own. Since then, 
Begg,” Pollock,'* Bobrow® and Faulkner and co- 
workers® have increased the number to 75. The 
authors’ three additional cases bring this total to 78, 
of which six have been under their personal obser- 
vation. 

The allantois extends from the cloaca to the pla- 
centa, leaving the embryo through the umbilical 
cord. The abdominal portion is called the ura- 
chus (Figure 1). Later it is intimately associated 
with the peritoneum. In normal development, the 
bladder and urachus separate from the cloaca, and 
the urachus then becomes obliterated. However, at 
any point in the urachus, epithelial-lined spaces 
_may persist and later become cystic or malignant. 
If bladder neck obstruction exists the urachus may 
remain patent. The tumors may be transitional or 
revert to the cuboidal-columnar anlage and bring 
about mucinous adenocarcinoma. 


REPORTS OF CASES 


Case 1. A white man 25 years of age was ad- 
mitted to Scripps Hospital July 14, 1953, and was 
discharged July 31, 1953. He complained of a slow 
urinary stream all of his life. In 1946, dilatation of a 
urethral stricture and cystolithotomy were done in 
a government hospital. In 1952, in another govern- 
ment hospital, dilatation of the stricture was again 
carried out. Cytoscopy revealed no other cause for 
hematuria, which began in November, 1952. When 
seen by the authors in June, 1953, the patient com- 
plained of a slow stream, intermittent hematuria, 
recurrent dysuria and epididymitis. Upon physical 
examination, the only abnormalities noted were 
a transverse suprapubic scar, thickening of the left 
epididymis and inflammatory induration of the 
prostate. 


Presented before the Section on Urology at the 84th Annual Session 
of the California Medical Association, San Francisco, May 1-4, 1955. 
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@ Reports of three patients with malignant and 
one with benign urachal tumor are presented. 
Survival of one patient in good health 11 years 
after removal of adenocarcinoma of a urachal 
cyst with vesical invasion is reported. 
Methods of diagnosis and treatment are dis- 
cussed. 


Figure 1.—Diagram showing the urachus extending from 
bladder to umbilicus. Bladder still connected to cloaca. 
(From Sibley, W. L., Cyst of Urachus, Arch. Surg., 79 :465- 
468, 1950.) 


The prostatic secretion and the urine contained 
many leukocytes. The urine contained many Gram 
negative bacilli. 

Excretory urograms were normal. Cystourethro- 
scopic examination showed a bulbous stricture to 
the size of a No. 14 (French) catheter, Grade I intra- 
urethral lateral lobe prostatic hypertrophy, and a 
posterior commissure of Grade IV enlargement. 
On the posterosuperior wall of the bladder was a 
flat tumor, 2.5 x 3 cm. in dimension, having a 
papillary texture and appearing to be Grade II or 
more in degree of malignancy. 

On July 15, 1953, internal urethrotomy, trans- 
urethral prostatectomy, and biopsy of the tumor 
were performed. Upon examination of a frozen 
section of the tumor adenocarcinoma was diagnosed 
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Figure 2.—Tissue section of tumor removed in Case 1 


(X50). Note mucus glands. 


and suprapubic removal of the tumor-bearing blad- 
der wall, the overlying peritoneum and inferior 
portion of the urachus was carried out immediately. 
There was invasion of the peritoneal surface, but no 
distant metastatic lesions were present. Since the 
tumor was entirely inferior, the peritoneum in the 
midline and the navel were not removed. The wound 
was closed in the usual manner and the bladder was 
drained with a urethral catheter. 


The pathological report was: “(1) Colloid adeno- 
carcinoma, Grade I, arising in adenoma of urachus. 
(2) Benign prostatic hypertrophy” (Figure 2). 

Postoperatively the patient did well, and was dis- 
charged on the 16th day. Dilatation of the stricture 
was carried out regularly thereafter. Occasional 
relapsing infection responded well to treatment. 
Cystoscopic and general examination in February, 
1955, showed no recurrence. 


Case 2. A white male patient, 51 years of age, was 
admitted to Mercy Hospital July 5, 1951, with com- 
plaint of intermittent hematuria of four months’ 
duration. There were no other symptoms. 

No abnormalities were noted upon physical 
examination. The urine contained 10 to 12 erythro- 
cytes per high dry field. 

Cystoscopic examination and retrograde pyelog- 
raphy showed the presence of a 1.5 cm. broad flat 
tumor in the vertex of the bladder. The report on 
a biopsy specimen was “mucinous adenocarcinoma.” 

On July 6 the umbilicus, a full thickness of ab- 
dominal wall with attached peritoneum and a cuff 
of bladder including the tumor were removed en 
bloc. There was no tumor except at the urachal 
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Figure 3.—Tissue section of tumor removed in Case 2 
(X50). Note mucus glands. 


attachment to the bladder where wrinkling of the 
peritoneum suggested invasion. The bladder was 
closed easily, but approximation of the peritoneum 
and fascia was difficult. 

The pathologic diagnosis: “Adenocarcinoma of 
bladder, Grade II (Urachus)” (Figure 3). 

The patient did well and was discharged July 18. 
Cystoscopic examination was done on October 11, 
1951, and no abnormality was noted. On January 
8, 1952, local recurrence in the wound was evident. 
That lesion was excised, but there were numerous 
tumors in the peritoneal cavity. The patient died 
September 22, 1952. At autopsy no other primary 
tumor was observed. 


Case 3. A negro woman, 56 years of age, was 
admitted to Mercy Hospital August 22, 1951, with 
complaint of soreness about the navel, low back- 
ache and diarrhea of four weeks’ duration. In the 
navel was a hard, button-like growth 2 cm. in 
diameter. There was no ulceration. In the left lower 
quadrant of the abdomen there was a palpable mass 
extending to the midline in the region of the bladder. 
Upon bimanual examination it was noted that the 
mass extended beyond the midline, and rectal exam- 
ination suggested high annular constriction. 

Results of examination of the urine were within 
normal limits. Excretory urograms were normal. 





Figure 4.—Tissue section of umbilical tumor removed 
in Case 3 (50). Note mucus glands. 


Cystoscopic examination showed an _ extravesical 
mass to the left, and intact vesical mucosa. 


No abnormality was observed at biopsy of a rectal 
specimen from the level of involvement. 

At operation the navel and the tumor in it were 
removed. Upon peritoneal exploration, metastatic 
lesions were observed on bowel surfaces, omentum, 
liver and both ovaries. The ovaries were removed. 

The pathologic report: “Primary colloid adeno- 
carcinoma of umbilicus (urachus) with metastasis 
to omentum and bilateral metastasis to ovaries.” 

The patient died December 10, 1951. Permission 
for postmortem examination was refused. 


Case 4. A white man, aged 45 years, was ad- 
mitted to Scripps Hospital May 5, 1953, with com- 
plaint of a foul, purulent discharge from the navel, 
first noted in 1933, but recurring April 12, 1953. 
There was moderate pain about the navel and a 
pulling sensation in the navel on urination. These 
conditions had been noticed at the time of the epi- 
sode in 1933 also. Hair was noted in the material 
discharged from the navel. In 1927 a dermoid cyst 
had been removed from the area of the right twelfth 
rib. 

Upon physical examination, inflammation was 
observed about and below the navel. The urine and 
prostatic fluid were normal. Mixed bacteria, but no 
tubercle bacilli, were seen upon examination of 
material discharged from the navel. 

Excretory urograms and retrograde air and 
opaque cystograms were normal. A flexible hollow 
probe was introduced through the navel for a dis- 
tance of 4cm. Upon injection of 2 cc. of iodochloral, 
a cavity 2.5 cm. in diameter below and to the right 
of the navel was visualized (Figure 5). 

Cystourethroscopic examination revealed only 
mild posterior urethritis. No abnormalities were 
seen in barium contrast roentgenographic studies 
of the entire gastrointestinal tract. 

At operation the navel was circumcised and the 
incision was carried to the symphysis. The rectus 
fascia was opened and the peritoneum was opened 
above the navel. Adhesions were freed and the 
navel, the tumor, attached peritoneum and rectus 
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Figure 5.—Left oblique radiograph of abdomen in Case 
4 after injection of iodochloral through navel sinus. Note 
deep cyst outline. The “O” marks navel. 
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Figure 6.—Gross specimen of tumor-cyst removed in 
Case 4, Note cyst surrounded by mass of fibro-fatty tissue. 


muscle were excised along with the urachus and the 
dome of the urinary bladder. Grossly the tumor 
appeared malignant (Figure 6). Repair of the blad- 
der was routine, but the peritoneum and abdominal 
wall were closed with difficulty. 

The pathologic diagnosis was: “Chronically in- 
flamed urachal cyst containing acutely inflamed 
ulcerated polyps and hair mixed with debris.” (See 
Figure 7.) 

The patient was alive and well in February, 1955. 


Case 5. In this case (previously reported'*) a 
white woman 38 years of age had radical excision 
of a urachal cyst containing colloid carcinoma and 
invading the bladder (Figure 8). Radon seeds were 
placed in the bladder wall and the rectus muscle. 
The patient was alive and well when examined 
cystoscopically some ten years after operation. In 
January, 1955, she reported herself to be well. 


DISCUSSION 


The symptoms of urachal tumors and cysts may 
be classified as follows: (1) Local—tumor and 
infection about or below the navel (Case 4); (2) 
Peritoneal irritation, when infected; (3) Gastro- 
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Figure 7.—Microphotograph of section of wall of cyst 
removed in Case 4 (X50). Note epidermoid lining and 
hair follicles. 


intestinal in the presence of adherence of bowel, or 
in metastases to bowel or liver (Case 3); (4) Vesi- 
cal, including dysuria, hematuria or pain referred 
to navel on urination (Cases 1, 2 and 4); (5) Geni- 
tal, as in women with palpable midline tumor of 
mistaken pelvic origin (Case 5). Specific symptoms 
demanding consideration of urachal disease are 
suprapubic tumor, discharge of material from the 
navel, and pain in the navel on urination. 

Essential examinations in cases in which urachal 
abnormality is suspected include: Physical exam- 
ination, including bimanual; upper gastrointestinal 
and colon barium contrast x-ray study; sigmoidos- 
copic, cystoscopic and pyelographic examination; 
radiopaque visualization of draining umbilical 
sinuses (Figure 5); and transurethral biopsy of 
tumors in vesical vertex. Not all of these procedures 
were carried out in the group of patients herein 
reported upon. Routine application, however, would 
eliminate diagnostic error and uncover possible com- 
plicating factors. 

Physical signs suggestive of urachal disease are 
inflammation of and drainage from the navel (Case 
4). Tumor may be present in the umbilicus or at 
any point down to the symphysis (Cases 3 and 5). 
The tumors are usually midline. Upon bimanual 
palpation, preferably under anesthesia, the physician 
may discover unsuspected masses. Signs of peri- 
toneal inflammation may occur with infected cysts 
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Figure 8.—Microphotograph of tissue section of tumor 
removed in Case 5 (150). Note columnar mucus cells. 


because of their intimate relationship to the peri- 
toneum; some cysts or tumors may be almost 
intraperitoneal.!® 


Cystoscopy may reveal normal findings (Cases 3 
and 4), even in the presence of hematuria, as the 
tumor may arise above but drain into the bladder 
through a patent duct.” An extravesical mass, with 
or without bullous mucosal edema, may be seen. 
Usually a flat infiltrating tumor is seen in the vertex 
(Cases 1, 2 and 5). It is most often glistening and 
medullary but may be papillary (Figure 8) (Cases 
1, 2 and 5). Most such tumors are about 2 to 4 
cm. in diameter, but some are very extensive. At 
times the extravesical cyst depresses the vertex of the 
bladder as in pregnancy. 


Radiographic studies are helpful. Usually studies 
of the upper tract are negative, but large cysts, with 
or without tumors, may displace the ureters laterally 
by traction on the transversalis fascia. Extremely 
large cysts, filling the pelvis, may cause hydroureter 
above the brim of the true pelvis. Cystograms will 
reveal superior compression and possibly lateral 
displacement of the bladder in the presence of large 
tumor-cysts. Roentgen visualization of cysts by in- 
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jection of radiopaque material into the draining 
umbilical sinus will settle the diagnosis (Figure 5). 

Differential diagnostic possibilities include: In- 
flammatory and malignant lesions of the sigmoid 
colon; tumors and cysts of internal female geni- 
talia; primary tumors of the bladder; and disease 
of the vitelline duct when the primary findings are 
in the umbilicus (Figure 1). Following the sug- 
gested seven diagnostic steps should eliminate error 
even if the biopsy is reported as carcinoma of the 
rectosigmoid, 


The treatment is always radical excision, even in 
the case of benign cysts, as they may become malig- 
nant (Case 4). Theoretically this should include 
the navel, urachus, adjacent peritoneum and a cuff 
of the bladder. The authors recommend this for 
lesions beginning in the navel, and feel it is best in 
all cases. However, in the group of cases herein 
reported, two of the survivors had only the bladder 
cuff and proximal urachus removed. When the 
umbilicus and upper urachus are removed, difficulty 
in closing is certain (Cases 2 and 4). 

Whether the lesion is primarily umbilical or 
vesical, it is mandatory to open the peritoneum for 
inspection. Umbilical lesions may be found to be due 
to vitelline duct persistence (Figure 1) and have con- 
nection with the bowel. With the latter in mind it is 
wise to have general surgical consultation. In any 
case, opening the peritoneum permits exploration 
for metastatic lesions, division of local adhesions and 
wide excision of the disease. 


Radiation therapy is of doubtful value. However, 
_the patient, who is living 11 years after operation, 
had radon implanted in the bladder and the ab- 
dominal wall, and although this delayed healing, 
it may have helped survival (Case 5). 

3415 Sixth Avenue, San Diego 3. 
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Meeting Community Health Needs 


The Combined Role of the Physician, Health Department and Hospital 


“THE PHYSICIAN,” said Ristine,* “. . . is now one 
of a group of highly trained individuals in a 
community, among whom a division of labor has 
become mandatory by the immensity of the knowl- 
edge that has developed about disease and its treat- 
ment. .. . There has developed the modern concept 
of the medical profession looking after the needs 
of the community—group caring for group, rather 
than individual for individual. And this concept 
carries into fields which comprise the modern prac- 
tice of medicine—research, preventive medicine, 
public health, medical legislation, medical educa- 
tion, hospital management, health economics, and 
the financing of medical care, to mention only a 
few. . . . The individual physician is no less im- 
portant than formerly—but the group importance is 
infinitely greater. . . . The services of all are con- 
cerned with, and essential to the conservation of 


health.” 


To some physicians, this philosophy presents a 
threat to certain basic traditions of the medical 
profession. To many others, however, these modern 
concepts present not a threat but a challenge to the 
highest creative faculties of the individual physi- 
cian and of the profession as a whole. Indeed, the 
concepts of interprofessional teamwork and of pro- 
fessional cooperation with the public have emerged 
—albeit slowly and sometimes painfully—from the 
experience of individual physicians and groups of 
physicians as they have striven to assimilate to their 
practice the “immensity of knowledge,” as well as 
the formidable present-day medical technology. 


The surgical team, for example, originated in the 
absolute necessity for a precise coordination of 
many minds and hands in order that the miracles of 
modern surgery might be performed with maximum 
safety. The clinical research group emerged in an 
effort to bring about a synthesis of various disci- 
plines in the medical sciences and various clinical 
specialties. The epidemiology team was the logical 
outgrowth of efforts to study the natural history of 
diseases with diverse etiologies, different modes of 
transmission and varying socioeconomic settings. 


Assistant Surgeon General, U. S. Public Health Service, Department 
of Health, Education, and Welfare, Washington 25, D. C. 
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@ Social and economic changes—the lengthen- 
ing life span, the shift of population from rural 
to urban areas, the growth of industry and other 
factors—have brought about radical changes in 
the nation’s health needs. Our greatest health 
problem today is chronic illness. To cope with 
these problems public health, medical care and 
hospital services, which are at present geared pri- 
marily for acute illness, must be revised. 

Immediate and specific steps which physicians, 
health departments and hospitals can take to 
accomplish this are to define the problem and to 
initiate studies in several areas: To determine the 
incidence and prevalence of disease, injuries and 
impairments; the nature, degree and duration of 
resulting disability; and the type of care received. 

The basic approach to chronic illness is preven- 
tion. To accomplish this, more emphasis needs to 
be placed upon health education. Good health 
cannot be forced upon the public, but educated 
and enlightened citizens can and do solve their 
own health problems and those of their families 
and communities. 

Due to the complex nature of today’s health 
problems, they must be approached jointly by 
physicians, local health services, hospitals and 
the public. The efforts of those groups must be 
coordinated and aimed, directly and indirectly, 
at preventing disease and disability. 


In more recent times, the medical profession has 
evolved the rehabilitation team, home care teams, 
and other types of group functioning in order to 
assimilate new knowledge and skills to the care of 
patients. 

Teamwork must be distinguished from mere 
division of labor. All physicians take for granted 
the division of labor in medical practice, for in the 
management of most patients they are dependent 
upon one or more of the following groups: Medical 
colleagues, pharmacists, nurses, dietitians, labora- 
tory technicians, physical therapists, and other 
trained personnel. In many cases, the whole battery 
of medical personnel and the total organization and 
facilities of a hospital are required. 

This is not necessarily teamwork. It is only when 
the principles of group thinking and group action 
are applied along with the specialized medical 
thought, skills and equipment, that we find true 
interprofessional teamwork. The team approach 
implies a mutuality of respect and responsibility 
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on the part of all persons involved. This is the 
“group importance” that Ristine had in mind when 
he said that it transcends the undiminished impor- 
tance of the individual physician. 

By and large, the interprofessional team is the 
product of cooperation between a few individuals 
representing diverse backgrounds and skills. It is 
natural therefore that the interprofessional team 
has developed to its highest level and with greatest 
frequency in hospitals and health departments, for 
the very concept of medical teamwork implies not 
only a variety of skills, but also mutually accessible 
facilities, and a point of focus. The beneficial re- 
sults of interprofessional teamwork radiate to the 
larger group—the profession as a whole—by the 
process of mimesis, as a few individuals unite in 
other single hospitals or departments to adopt, apply 
and refine the original technique or scientific 
finding. 

Sometimes, outside agencies can speed this mi- 
metic process. For example, the Cooperative Clinical 
Group, which some thirty years ago began its classic 
studies of syphilis in cooperation with the United 
States Public Health Service. At its peak, the Group 
included leading clinicians, heads of departments 
of syphilology in medical centers across the country, 
who voluntarily pooled their data on the diagnosis 
and treatment of syphilis in all its stages and mani- 
festations. The aim was to provide private practi- 
tioners—specialists and general physicians—with 
the best available information on the management 
of this, at that time, baffling and difficult-to-treat 
infection. 

The Public Health Service acted only as a mu- 
‘tually accessible facility and point of focus, by tabu- 
lating and analyzing the data, by providing funds 
for the Group’s numerous conferences, and pub- 
lishing its findings. The direct result was the 
standardization of serologic tests and therapeutic 
regimens, the reports of which were widely distri- 
buted to the medical profession. Indirectly, the 
joint medical-public health attack on primary and 
secondary syphilis and prenatal syphilis stemmed 
from the work of the Cooperative Clinical Group. 

Our latter day Cooperative Therapy Evaluation 
Program has stimulated similar voluntary teamwork 
in the field of tuberculosis control. This program 
originated in 1947 when the potential effectiveness 
of streptomycin in tuberculosis therapy was dis- 
covered, and has continued as additional chemo- 
therapeutic agents such as PAS, isoniazid and other 
newer drugs have appeared. In all, clinicians in 
78 hospitals have cooperated with the Public Health 
Service in determining the effectiveness of the new 
drugs and of various therapeutic regimens. 

The long-range goal of these cooperative en- 
deavors is, of course, the eventual conquest of the 
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diseases involved; but the primary purpose is to 
place in the hands of physicians new and effective 
methods for application in day-to-day practice. The 
role of official and voluntary health agencies in these 
programs, as in many others, has been that of fact- 
finder, of communications channel and, in some 
instances, that of mutual facility and point of focus. 

Last year a cooperative study group composed 
of pediatricians and ophthalmologists in 18 hos- 
pitals completed a study of retrolental fibroplasia, 
with the financial support of the Public Health 
Service, the National Society for the Prevention of 
Blindness and the National Eye Research Founda- 
tion. The findings announced by this group of 
clinicians showed that up to 85 per cent of the cases 
of blindness due to retrolental fibroplasia in pre- 
mature infants can be prevented—simply by with- 
holding oxygen in the management of such infants, 
except when oxygen therapy is clinically indicated, 
in contrast with the routine use of oxygen in the 
management of prematures. 


CHANGING HEALTH PATTERNS AND GROUP COOPERATION 


The cooperative clinical study groups described 
have encompassed somewhat larger medical circles 
than the first-line interprofessional team in the 
hospital, health department or rehabilitation cen- 
ter. Nevertheless, these cooperative studies have 
somewhat the same person-to-person relationship 
that characterizes the surgical team or the rehabili- 
tation team. Cooperation of groups with groups, 
even at the relatively intimate level of the local 
community is far more difficult to achieve. 

Yet it is clear that the application of the prin- 
ciples of group planning and action for the solution 
of community health problems is the greatest chal- 
lenge facing the health professions and the public 
today. All of us—physician and patient, medical 
society, hospital, health department, and community 
as a whole—are required to cope with the changing 
health problems that beset the American people. 

The challenge is to discover how best all of us, 
who are “concerned with and essential to the con- 
servation of health” may function group-to-group. 
A mere division of labor will not suffice, for the 
health problems of today will not necessarily yield 
to the relatively simple devices which the groups 
concerned worked out years ago. 

The public health physicians and private prac- 
titioners of fifty years ago worked out a modus 
operandi that was remarkably effective and mutu- 
ally satisfactory for coping with the major com- 
munity health problems—the communicable dis- 
eases. The health department collected and dis- 
seminated vital statistics, conducted the necessary 
epidemiological studies, treated the environment, 
and provided diagnostic consultation, laboratory 


CALIFORNIA MEDICINE 





tests, and often prophylactic or therapeutic agents 
for the use of private practitioners. The private 
physician reported cases to the health department 
and availed himself of its services. He usually treated 
his patients in their homes, and since the course of 
most communicable diseases is short, his contacts 
with the department were brief and his need for 
further community services was comparatively rare. 

This was a good “division of labor”—and it still 
is in some situations; but the very success of that 
division of labor in the past has contributed to the 
rise of new health problems which require a group- 
to-group approach. In fact, if our major resources 
for the conservation of health—our medical soci- 
eties, our hospitals and health departments—con- 
tinue on a “divisive” basis, rather than on the basis 
of cooperation in its fullest sense, our last state is 
likely to be worse than our first. 

The common infectious diseases of childhood are 
no longer major public health problems. Even so, 
our health departments must maintain constant 
epidemiologic surveillance over these still-active 
infections, so as to detect promptly and provide the 
services needed to curb unexpected and isolated 
epidemics. It may astonish some physicians to learn, 
for example, that in an outbreak of diphtheria in 
a small rural community recently there were 30 
cases of the disease with four deaths. None of the 
private physicians in the community had ever seen 
a case of diphtheria. 

In a thickly populated urban-rural county re- 
cently, an outbreak of infantile diarrhea baffled 
private physicians with respect to the source and 
the mode of spread. An epidemiologic team from 
the state health department conducted a study at 
the request of the medical society, with such 
thorough effectiveness that the society is now pro- 
moting the establishment of a district health depart- 
ment in that area. Few younger physicians have 
opportunity these days to observe the epidemiologi- 
cal method in action. Yet epidemiological techniques 
have been adapted to the study of noncommuni- 
cable diseases and their widespread application is 
urgently needed. 

In the field of tuberculosis, as well as in encephal- 
itis, poliomyelitis, infectious hepatitis and other 
viral diseases, continued research and concerted 
action by health departments, hospitals and medical 
groups are needed. Neither can we be satisfied that 
maternal and infant mortality rates have been 
reduced to an irreducible minimum. Can we not 
do more in the prevention of congenital and neonatal 
conditions that leave the surviving infants per- 
manently disabled? 

In general, however, the chronic degenerative 
diseases, neurological diseases, sensory disorders, 
mental disease, and severe injuries due to accidents 
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make up the major health problems for the nation 
as a whole. All age groups are represented among 
those afflicted by these conditions whose one com- 
mon characteristic is prolonged duration. Care of 
the “long-term patient” is, in fact, the chief health 
problem for the physician and the patient’s family, 
for the community, and for the nation as a whole. 

Combined with the shifts in our major health 
problems, changes in the social and economic pat- 
terns of our communities have a tremendous impact 
on the effectiveness of patterns of medical care and 
public health services designed for a by-gone age. 
Sixty-five per cent of the American population now 
lives in cities, whereas the reverse was true fifty 
years ago. Our agricultural economy has shifted 
to an industrial economy, with an increase in indus- 
trial production of more than 200 per cent since 
1940. 

Moreover, the population of the United States 
doubled in the first half of this century, to 150 
millions in 1950, with predictions of an increase 
to 228 millions by 1975. California has become 
almost the classic example of population growth 
and of the tremendous shift in population during 
the single decade, 1940-50. Even within the past 
five years, the population of California has in- 
creased by 18 per cent, and it is estimated that by 
1965 this state will outstrip in population the present 
most populous state, New York. 

Life expeciancy at birth has increased from 49 
years in 1900 to about 69 years in 1953. An aging 
population has attended this increased average 
length of life. At present there are about 13 million 
persons aged 65 years and over in the United 
States, as compared with three million in 1900. At 
present mortality rates, that figure would be 21 
million in 1975. With intensive application of 
present preventive, therapeutic and restorative meth- 
ods, the number of older people is likely to be 
larger even without the predicted new medical 
discoveries for the control of diseases in the aged. 


DEFINING TODAY'S COMMUNITY HEALTH NEEDS 

So times do change. Nothing stands still. We 
recognize that change is inevitable and essential 
for survival. Health is no exception. As members 
of the medical profession we have contributed to 
these changes. The dramatic and unprecedented 
progress made in the fields of medicine and the 
allied services have in reality created new health 
problems. 

Changing health needs compel us to take an even 
more active role in guiding these changes for the 
greatest benefit to all without loss of individual 
dignity and freedom. 

A few years ago, a banker told the author that 
his colleagues opposed the idea of guaranteed deposit 
insurance on the basis that it was unsound and 
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unworkable. The public liked the idea and eventu- 
ally it became law. Fortunately, the principle was 
proven sound, the program works and the bankers 
were wrong, for once. The example illustrates that 
what the public wants and wants strongly enough, 
it gets. The wheels of progress grind ever so slowly, 
but they do grind inexorably. How can we, as 
physicians, with our training, our experience and 
our proud tradition of public service, help guide the 
wheels of progress and insure that the health needs 
of our community, our state and our nation are 
met in a positive manner with emphasis upon indi- 
vidual responsibility and when government is in- 
volved, make it at as local a level as possible and 
close to the people it serves. 

The most important action we can take is in our 
local community, to participate with others in study- 
ing, analyzing and resolving the health needs of our 
own area. Most health problems are local in origin; 
their solution can best be achieved locally. 

What, specifically, can physicians, health depart- 
ments and hospitals do? 

Defining our problem is the first step. The three 
groups might well initiate studies in several areas 
to determine: 

(a) The incidence and prevalence of disease, 
injuries and impairments; 

(b) The nature, degree and duration of resulting 
disability and, 

(c) The type of care received. A study com- 
prising some of these items is under way in one 
area in California, sponsored by the State Depart- 
ment of Public Health. 

How have changing medical care, an increased 
life expectancy, an aging population and increased 
chronic illness and disability affected hospitals, the 
character of patients they serve and the kinds of 
services needed? What practices and policies need 
changing by each of us to assure the best of modern 
medical care? How can these changes be made 
insuring that public health services complement the 
personal services of the physician to his patient and 
not supplant or substitute some intervening agency 
or group? 

A study of general hospitals in Maryland’ re- 
vealed one in every eight patients had been there 
30 days or longer. Does this imply that hospitals 
are becoming more custodial than healing and teach- 
ing centers? Rusk and Dasco® emphasized that the 
kind of therapy and the kind of institution required 
in chronic disease differ, depending on the kind of 
chronic disease. A patient with coronary disease 
has quite different care needs than the hemiplegic 
or amputee who could be treated as well if not 
better in a home. They reported a study of 95 
unselected custodial patients in a New York City 
hospital whose average age was 68.5 years. It was 
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determined only seven needed continued hospital 
care—1] were considered suitable for rehabilitation 
and 85 did not need either definitive medical care 
or rehabilitation. Three of the 95 patients had had 
19,000 days of hospitalization at an approximate 
cost of $228,000. 

This example is not duplicated in many hospitals 
but does point up the need for joint evaluation of 
patient needs and care in each of our hospitals and 
action to meet these needs in the hospital, the nursing 
home or the patient’s home. Would it not be profit- 
able for physician, hospital administrator and 
health officer to study the proportion of general 
hospital patients who need services provided out- 
side the hospital? What are the characteristics of 
this group, their age distribution, sex, race, and 
diagnosis? What community services are available 
outside the hospital? What additional community 
services are needed? How can you match appropriate 
facilities and services to the needs of the patient? 
What can be done to assure easy flow, back and 
forth, of long-term patients between home, hospital 
and other institutions? In broadening and improving 
hospital service to the community, what problems 
need first to be resolved? Too many hospitals are 
characterized by poor organization, in key depart- 
ments or throughout the institution. Some hospital 
governing boards, administrators, medical staffs and 
other professional personnel neither understand nor 
accept their own responsibilities in the institution 
nor accord to others their proper function in the 
administrative organization. The absence of a unified 
approach is evident in too many hospitals. Those 
responsible for the direction of a hospital program 
have not determined the health needs of the com- 
munity nor established specific objectives to meet 
these needs. Without clear definition of objectives, 
the hospital organization becomes too compartment- 
alized. As a result, the interest of professional per- 
sonnel is limited to their professional responsibili- 
ties. They do not develop a feeling of responsibility 
to the hospital as a community institution. 

In some hospitals, medical research is far out- 
distancing the development of the hospital care pro- 
gram. Many communities have not accepted the hos- 
pital as one of the essential institutions of society. 
Too many board members are selected without re- 
gard to ability and do not have a proper understand- 
ing of their job. A result may be failure to properly 
delegate authority to the administrator. When this 
happens, the medical staff and other personnel in 
the hospital organization do not have a clear-cut 
concept of their relationship to the administrator. 
Frequently, the administrator becomes too engrossed 
with routine details and neglects his major function 
of planning for the development of his hospital in 
meeting changing community health needs. 
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On the other hand, physicians have not always 
accepted their responsibilities to the hospital. They 
rarely have training in the principles of medical 
staff organization and functions. In our training as 
physicians, too little emphasis has been placed on 
teaching us to work with allied professional groups. 
The legal implications of practicing within the hos- 
pital is not understood by enough of us. 


Encouragement should be given to the hospital to 
bring together the board, administrator and medical 
staff to evaluate and revise practices to provide the 
best patient care and community-wide service. 

Some of the problems of relationship of physi- 
cians, hospitals and public health weaken our present 
efforts and might cause us to be discouraged about 
our being able to go on effectively together. Each of 
our groups is likely to lay the blame at the door of 
one of the other groups or of some other force. Is 
this the case? Or is our present problem due largely 
to the failure of each of our three major health serv- 
ices—namely, physicians, hospitals and health de- 
partments—to come to grips with the real health 
needs of our people today and to adjust our services 
accordingly? It has been said that our major health 
services are all still geared to providing services for 
persons with acute diseases, even though the primary 
health needs today are in the field of chronic dis- 
eases. Before there can be any basis for cooperation 
and a good relationship among physicians, hospitals, 
and health departments, there must be understand- 
ing and there must be agreement as to what the 
health needs are, how they can be met, what are our 
respective roles and how can we work together. We 
are just denting the surface in reaching an under- 
standing with regard to chronic diseases. Until we 
have complete understanding, we cannot expect to 
be able to reach agreement. Perhaps, if we applied 
even half of the efforts now spent in disagreements 
to arriving at a fuller understanding, we could make 
much faster progress toward an eventual solution. 


Joint Community Services Needed 


A diabetic in coma was treated in a hospital then 
discharged after ten days to his home. A month later, 
he returned in the same condition. On his third re- 
admission, gangrene had developed, necessitating an 
amputation. Would follow-up from the hospital and 
services from the health department, under the di- 
rection of the patient’s physician, have prevented 
the amputation and the need for recurrent hospital 
care? Does the need for education of the patient 
concerning his disease and the provision of home 
nursing care and sound nutritional advice to this 
patient illustrate the combined role of physician, 
hospital and health department in meeting patient 
care needs without violating the primary responsi- 
bility of the attending physician? 
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Rehabilitative Services 


Chronic diseases and disabilities bring to a focus 
the importance of rehabilitation as a part of total 
patient care. What happens to the woman who has 
hemiplegia following a cerebral accident? Does she 
stay in the hospital as long as her insurance provides 
care because her husband cannot continue working 
and care for her at home? Is rehabilitation begun 
during her hospital stay? Are services available in 
the community to enable her at the end of ten days 
to return home where she will be happier and still 
receive complete care under the supervision of her 
physician? In addition to medical care, she may 
need one or all of the following services: Home 
nursing care, housekeeping services, physiotherapy, 
transportation, and training to learn to care for 
herself. The personnel needed to supply complete re- 
habilitative services includes the family physician, 
nurse, physical therapist, housekeeper, occupational 
counselor, religious leader, family and employer. 
Which of these services are available from the hos- 
pital and health department in your community? 
Do other community agencies provide some of these 
services? Are physicians enough aware of the need 
for and availability of these services and how they 
can be secured? Supplying necessary rehabilitative 
services emphasizes more than any other instance 
the combined role of the physician, hospital and 
health department in meeting community needs. 


Preventive Medicine 


Care and prevention of chronic illness and dis- 
ability are inseparable. The Commission on Chronic 
Illness states that!: “The basic approach to chronic 
disease must be preventive, otherwise the problems 
created by the chronic diseases will grow larger with 
time, and the hope of any substantial decline in 
their incidence and severity will be postponed for 
many years.” Local health services require strength- 
ening and extension to provide supplementary serv- 
ices to the long term patient. Home nursing care, 
nutrition services, mental health activities, accident 
prevention programs, increased emphasis on hous- 
ing and health programs for the child and school- 
age youngsters are important areas for local public 
health departments. 


The prevention of rheumatic fever and bacterial 
endocarditis points up the need for joint planning 
and action. In 1953, some 1,500 youngsters under 
25 years of age died of rheumatic fever and rheu- 
matic heart disease. An additional 19,000 persons 
over 25 years died of the same conditions. A sound 
control program includes accurate recognition of 
streptococcal infections, adequate treatment and the 
control of community epidemics. 

There is increasing evidence of the value of 
vaginal cytology as a means oi finding cases of 
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uterine cancer. A three-year study in Memphis, 
Shelby County, Tennessee, was begun in 1952. A 
preliminary report? has been given on the first 
30,000 women examined. Ninety per cent of speci- 
mens were “negative,” six per cent were unsatis- 
factory. In four per cent further study was recom- 
mended, and in slightly less than one-half of that 
four per cent, biopsy of tissue was recommended. 
Then, in about one-half of these, invasive carcinoma 
or epithelial changes warranting a diagnosis of car- 
cinoma in situ were found. If this screening tech- 
nique is validated further and found practical, here 
is another effective preventive service requiring the 
working together of physician, hospital and health 
department. Preventive medicine requires public 
understanding as well as serious professional study, 
evalution and aggressive action. 


Today it is generally accepted that an educated 
and enlightened group of citizens can and do best 
solve their own health problems, those of their fami- 
lies and their communities. Moreover, the nature of 
today’s health problems—chronic disease, mental 
health, and accident prevention—demands that in 
addition to technical skills all health workers must 
be capable of utilizing educational and community 
organization procedures. We must not be guilty of 
telling people what to do, but we must help them 
become the kind of people who will know what to do. 


Physicians and organized medicine are rightfully 
if a little tardily assuming a more active role in 
health education. Health forums sponsored by local 
medical societies have served a most useful purpose, 
including the demonstration that the physicians of a 
community can work together and pool their efforts 
in a common cause. Hospitals need to take a more 
active part in health education for patients, and on 
a community basis, jointly with physicians and 
health officers. 

The author believes that communities do best solve 
their own needs. Some observers believe that the 
most important deterrent to a community’s solving 
its health needs is an economic one. This undoubt- 
edly is true in some cases. A much larger number, 
however, have failed to provide adequate community 
health services not because of a lack of funds but 
because they have not been convinced that the bene- 
fits to be derived justify the expenditure. One com- 
munity of thirty thousand people built a high school 
gymnasium at a cost of one million dollars. The 
health department of this same community consists 
of a part-time health officer and one nurse. This 
community bought what seemed of value to it. 


CONCLUSION 


Osler, in his essay on Chauvinism in Medicine,® 
listed four great qualities of the medical profession: 
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Its noble ancestry, remarkable solidarity, progres- 
sive character and singular beneficence. As members 
of this profession, we are justly proud of these char- 
acteristics, true today as in Osler’s time. Our rapidly 
changing civilization, bringing with it complex 
social and economic problems and the impact of 
new health needs makes it increasingly difficult to 
maintain these traditional concepts. We cannot dis- 
sociate ourselves from the community, its problems 
and especially its total health needs. To fulfill our 
responsibilities requires: 

1. Joint study, planning and action in the com- 
munity on its health needs. 

2. A combined attack with teamwork, not a di- 
vision of labor, each performing the services accord- 
ing to training, experience and resources. 

3. Planning and coordination of services to meet 
community health needs rather than conforming to 
any standard pattern. The means to accomplish 
planning and working together can be by group, 
agency or committee, but without centralization of 
control or administration by any one group or in- 
dividual. 

4, A healthy skepticism toward routine and ac- 
cepted patterns and services. Differences of opinion 
will inevitably arise but are important only as they 
point up or reveal the issues needing study and with 
which we must deal. What counts most is the way we 
deal with them. Conflict is an element of growth; the 
resolution of conflict is growth. 

Physicians, hospitals and health departments must 
not be too proud to work with each other and with 
other groups. Someone has said that “a proud man 
is like an egg—an egg is so full of itself that there 
is no room for anything else.” 

While each of our roles is distinct, the wide chasm 
separating public health from private physicians and 
hospitals is fast disappearing. The present health 
needs of our people require us to work together, not 
with a division of labor, but as a team to provide 
effectively the health services our people and our 
communities need. 
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Repair of Nerve Injuries in the Hand 


CARL E. NEMETHI, M.D., Los Angeles 


REPORTS ON INJURY to nerves in the hand are scarce. 
Yet industrial trauma of this type occurs with con- 
siderable frequency.: A tabulation of permanent 
disability awards in Southern California discloses 
that in 1 to 2 per cerit of cases the claim for com- 
pensation is based on sensory loss following finger 
injury. In some digits nerve injury is rated equal 
to amputation. “Blind,” feelingless fingers are not 
only useless but hazardous. The demands of our 
modern precision industry cannot be met by atro- 
phied, numb, lifeless, claw digits. Such hooks are 
exposed to the risk of constant re-injury and to the 
development of trophic ulcers and general deteriora- 
tion. The situation is aptly expressed by the patient 
who states: “It’s no good—you might as well cut 
it off.” 

A review of the records of an industrial clinic 
at which the author practices, covering nerve in- 
juries to the hand during the past three years, shows 
that all classifications of industry are represented. 
In about 90 per cent of cases the common volar 
digital nerves were involved; the proper volar digi- 
tal nerves in 5 per cent; the superficial branches 
of the radial and ulnar nerves in 3 per cent; the 
thenar motor branch in 1 per cent; and deep 
branches of the ulnar nerve in 1 per cent. Other 
smaller nerves were not tabulated. 

This presentation is primarily concerned with 
the management of injuries to the common volar 
digital nerves, since they make up the bulk of cases. 
But the principles which will be presented are also 
applicable to all other nerves of the hand. 

The pyramiding incidence of “blind” fingers can 
be halted by primary nerve repair. A freshly injured 
hand is essentially a healthy hand, in contrast to a 
convalescing, congealing appendage. Operation on 
a well nourished hand is followed by rapid healing. 
Peripheral sensory nerves resist infection and heal 
by first intention, as long as the adjacent tissues 
have not undergone atrophy. Psychologically the 
patient will never be more readily willing to consent 
to an operation than immediately after the accident. 
The longer the time after the injury, the greater the 
patient’s resistance to secondary repair. Restitution 
of normal anatomic relationships by immediate 
operation cuts the time lost off the job almost in 
half, while it does not add to the discomfort con- 
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@ Loss of sensation in a finger due to industrial 
injury is of rather high incidence as a cause of 
disability. In many cases “finger blindness” can 
be prevented by nerve repair immediately after 
injury. Over a period of three years at a clinic 
for treatment of industrial injuries, primary 
nerve repair resulted in 95 per cent of cases in 
usefully functioning digits. 


nected with the merely temporizing procedure of 
closing the wound. 


The method of treatment here described, while not 
original, is the result of experience with a consider- 
able number of such nerve injuries at the clinic. 


The majority of disabilities are due to direct 
or indirect physical forces acting on the nerve and 
causing contusion, partial severance or complete 
division. Injury may be produced by sharp cutting 
instruments such as knives and tin; semi-sharp 
spinning tools, such as power saws and emery 
wheels; or by the blunt, contusing, tearing impact 
of objects like punch presses and falling castings. 


Sharp cutting injuries usually result in a clean 
division of the nerve. If, however, the injury 
occurred while the nerve was in a stretched position, 
the ends may be frayed. Semi-sharp spinning forces 
cause nerve fraying distal and proximal to the 
wound. A moderate amount of bony and soft tissue 
destruction accompanies such an injury. Blunt, 
contusing, tearing trauma presents the major prob- 
lem, since a considerable length of the nerve may 
be lost, the soft tissue compressed to a disorganized 
pulp and the bony tissues distorted. What remains 
of the nerve is usually contused, hyperemic, frayed 
and edematous. Occasionally the cut ends are hem- 
orrhagic and thrombotic, suggesting a ruptured 
vessel (Figure 1). 

Normally, the nerve is pinkish-white (Figure 2). 
Upon cross section, axons and a sheath of tissue 
paper thickness, traversed by longitudinal small 
blood vessels, can be grossly observed. The nerves 
course along the lateral volar surfaces of the fingers; 
together with the accompanying arteries and veins 
they form neurovascular bundles which measure 
approximately one-eighth of an inch in diameter 
(Figure 3). Surrounding soft tissues do not only 
protect the bundle but can be extremely effective in 
concealing its structures by folding over the cut 
and retracted vessels and nerve endings. 
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ah at aN Sets 

Figure 1—Dorsum of hand photographed a half hour 

after injury. Several sensory branches of the ulnar nerve 

are contrasted by the sponge. Some of the lacerated nerve 

ends are covered by thromboses from the vessels of the 

sheath, which make the nerve end appear as if it were a 
thrombosed vessel. 


Figure 2.—Normal common volar digital nerve in the 
live hand, exposed and separated from the artery and vein. 
The nerve is glistening pinkish-white and round, but 
slightly flattened on the dorsal and palmar aspects. The 
size of the nerve may be gauged by comparing it with the 
mesh of the underlying gauze sponge. 
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Figure 3.—Neurovascular bundle just proximal to the 
distal flexion crease in the freshly injured hand. The 
intimate relationships and gross similarity of artery, vein 
and nerve are shown. Note the blending of soft tissues 
and neurovascular bundle. 


Figure 4.—Common volar digital nerve, repaired distal 
to the distal flexion crease. At this point the nerve 
branches are sending an inferior twig to supply the pulp, 
and a superior twig to the nail bed. These divisions 
have been sutured to the main trunk. Number 6-0 silk 
hold sutures have been placed; the palmar surface has 
then been rotated dorsally in order to facilitate suture of 
the volar portion of the nerve. The vessels of the neuro- 
vascular bundle can be seen inferior to the retracted 
nerve. Extension of the wound along the dorsolateral 
aspect of the finger is demonstrated. 
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Figure 5.—Two guy sutures have been placed and ro- 
tated so that the palmar surface of a superficial branch 
of the ulnar nerve becomes dorsal. Extensor tendons to 
the little finger are seen deep to the nerve. 


Complex surgical problems are likely to arise 
when such small and intimate structures are sub- 
jected to trauma. At the time of operation the ves- 
sels appear white, thus simulating nerves, while the 
blood vessels coursing along the nerve sheath may be 


thrombosed, suggesting volar vessels. Usually these 
components are mingled with the soft tissues, and 
may be further disguised by the interposition of 
tendons and fractured bone. 

Nerve repair must have top priority in all injuries 
to the hand. If, for some reason, primary repair is 
deferred, the nerve ends should be secured to one 
another by a fine stainless steel wire to prevent 
nerve shortening before the time of secondary repair. 
Primary repair may be performed up to six or 
eight hours after injury. The more proximal the site 
of severance, the easier the repair. It is generally 
recognized that when the injury is beyond the distal 
flexion crease, nerve repair should not be at- 
tempted. However, if the nerve trunk is of sufficient 
diameter to accommodate one or two sutures, 
approximation is in order (Figure 4). 

All cases of injury to the digits are appraised for 
possible nerve damage by sensory tests. Usually a 
digital nerve block proximal to the wound suffices, 
but occasionally a median and/or ulnar nerve 
block may be indicated. Surgical technique must 
be exact in every detail. The entire hand and arm 
are washed for five minutes with Gamophen® soap, 
particular attention being given to the wound. The 
extremity is then draped in the accepted manner, 
and a tourniquet is applied. Meticulous wound 
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Figure 6.—Approximation of the neurilemma is com- 
pleted by interrupted sutures placed between the steady- 
ing sutures. Number 6-0 silk in an atraumatic needle can 
be seen passing through the sheath of an unrepaired nerve. 
The needle lies on an extensor tendon. 


debridement under avascular conditions follows. 
Extension of the wound along the lateral borders 
of the finger insures adequate exposure (Figure 4). 


The nerve ends are rarely exposed, and a method- 
ical search for them is usually required. This is 
best done with sharp, pointed, curved scissors, used 
in a spreading fashion; they are applied one-half 
inch proximal and distal to the wound, parallel to 
the neurovascular bundle. The nerve is then iden- 
tified and separated from the vessels (Figure 2). 
At each of the nerve ends a minimal length of the 
strand is resected at a time, until normal tissue is 
reached. The cut section shows a sharply defined 
neurilemma, and the lumen contains a bristling core 
of axons; these findings serve as the ultimate differ- 
entiation between nerve and vessels. Trial approxi- 
mation is then attempted. If the ends do not meet, 
additional nerve fiber must be mobilized. This 
maneuver is kept to a minimum, since excessive 
separation of the nerve from its surroundings would 
interfere with vascularization. Any further nerve 
gaps may be closed by finger flexion. The suturing 
should be done when a relaxed approximation has 
been attained; No. 6-0 silk on an atraumatic needle 
is run through fatty tissue to straighten kinks and 
insure a freely gliding suture. 

The first suture is passed only through the neuril- 
emma, and as close to the cut edge as feasible. The 
directly opposite sheath is caught by the same suture, 
matching corresponding sheath vessels and axons. 
The suture is then tied and held by a small hemostat. 
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Figure 7.—Final suture has been accomplished. Knots 
are cut flush. Sheaths and axon bundles are aligned. The 
juncture sites still appear moderately rough as compared 
to an uninjured branch (right). A hemostat exerts trac- 
tion; it is then slid proximally and distally over the suture 
sites, and the surgeon’s index finger rolls the juncture area 
against the surface of the hemostat. Final and accurate 
apposition of axon to axon and sheath to sheath is 
attained through these maneuvers. 


‘An identical suture is placed diametrically opposite 
the first one, and secured by means of a hemostat. 
The nerve is now stabilized and two or more sutures 
are easily placed, tied and cut at the knot. (See 
Figures 5 and 6.) One of the holding hemostats is 
passed under, the other one over the nerve, rotating 
the dorsal aspect toward the palmar side. This 
permits easy suturing. All sutures are cut flush at 
the knots, and the juncture site is rolled over a 
blunt hemostat to insure accurate approximation 
of neurilemma and alignment of axon bundles 
(Figure 7). Inaccurate closure of the sheath in- 
vites distal probing axons to escape and form 
painful neuromata. 

Soft fatty tissue mobilized about the suture site 
prevents troublesome adhesions and affords protec- 
tion against moving parts (Figure 8). The skin is 
closed by interrupted stainless steel wire sutures 
placed at a distance from the nerve. A fluff gauze 
dressing and a stockinette cut on the bias provide 
adequate counter pressure. The tourniquet is then 
released. A volar plaster splint keeps the digit 
fixed in a position of function to prevent nerve 


38 


Figure 8—Wound ready for closure. The sutured nerve 
branches are now uniform in size. The juncture sites are 
smooth and present no openings through which axons 
can escape. Fatty tissue has been mobilized to separate 
tendons from nerves. The site of nerve repair is enveloped 
by areolar tissue. 


tension. Antibiotic and antitetanic therapy is now 
begun. Patients are treated while ambulatory. Dress- 
ing and splint are not disturbed for three weeks, 
unless to do so becomes necessary for clinical 
reasons. After removal of sutures, restricted motion 
of the finger is permitted. Nerve regeneration begins 
within eight to ten weeks, as demonstrated by 
return of sensation, and reaches its maximum after 
one year. 

In most cases here reviewed the postoperative 
course was uneventful, and there were no instances 
of infection or of silk suture slough. All wounds 
healed per primam. Coarse touch sensation and 
response to painful stimuli began to reestablish 
themselves after eight to ten weeks. Somewhat later, 
light touch perception was recovered in most 
patients, but remained lacking in a few. After one 
year most patients were again capable of stereog- 
nostic sensation, but about one in ten complained of 
some degree of numbness. In 95 per cent of cases 
nerve repair resulted in usefully functioning digits; 
in the remaining 5 per cent loss of soft tissue and 
bone had been too extensive to permit adequate 
restoration of function. Neuromata were rare, and 
they occurred only in cases in which trauma was of 
the blunt, contusing, tearing type. 

5592 Santa Fe Avenue, Los Angeles 58. 
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Vitamin U Therapy of Peptic Ulcer 


Experience at San Quentin Prison 


GARNETT CHENEY,* M.D., SAMUEL H. WAXLER, M.D., 
and IVAN J. MILLER, M.D., San Francisco 


DURING THE PAST SIX YEARS the medical literature 
has contained reports on the treatment of peptic 
ulcer with a green plant substance contained in raw 
cabbage juice.'»?3»® The clinical use of this sub- 
stance, or anti-ulcer factor, which has been termed 
“vitamin U,” was based on the results of animal 
experiments which indicated that peptic ulcer might 
be a nutritional deficiency disease.* > Because of the 
great variability in the symptoms and x-ray features 
of gastric and duodenal ulcers under the usual un- 
controlled conditions which exist in the application 
of many forms of therapy, the authors decided two 
years ago to set up a double blind control experiment 
to test the merit of vitamin U therapy in the man- 
agement of peptic ulcer in humans. The results of 
this clinical experiment have been analyzed for this 
report. 


ORGANIZATION OF THE EXPERIMENTAL PROGRAM 


The Nuemiller Hospital section of San Quentin 
Prison, San Quentin, California, was chosen as the 
locus operandi of the experimental study. Permission 
to utilize prisoner patients was obtained from Dr. 
Morton D. Willcutts, medical director, who with his 
staff physician, Dr. Ralph Erickson, aided the project 
with the fullest of cooperation. The advantages of 
using the prison facilities for clinical investigation 
of this type cannot be overemphasized. 


The population at San Quentin Prison is made up 
of almost 5,000 inmates, all men, varying in age 
from 21 years to advanced adult life. Many of the 
inmates of the prison are under life-term sentence. 
When any inmate feels ill with digestive tract dis- 
turbances, he reports on sick call and is examined 
by one of the prison physicians. If preliminary 
examination suggests peptic ulcer, he is referred to 
the x-ray department for routine diagnostic gastro- 
intestinal examination. If an ulcer crater is clearly 
demonstrated, the physician in charge of his case 
refers him to the hospital. During the period of the 


From the Docume of Medicine and Pharmacology, Stanford 
University School of Medicine, San Francisco. 


*Dr. Cheney died June 16, 1955. 
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@ A clinical study was undertaken to evaluate the 
effectiveness of concentrated cabbage juice in the 
treatment of peptic ulcers. Patients at San Quen- 
tin Prison with a diagnosed ulcer crater were 
treated in a double blind control experiment. 
They were given either concentrated cabbage juice 
or placebo facsimile. The evaluation of the merit 
of this treatment was based upon repeated x-ray 
examinations of the ulcer crater. A period of 22 
days was allowed for ulcer crater healing time. 

The results of this experiment indicated con- 
centrated cabbage juice to be effective in healing 
of peptic ulcer. 


present study if the patient wished to enter the vita- 
min U double-blind control treatment program, he 
was admitted to a special division of the hospital 
for this purpose. On entering the hospital, he occu- 
pied an individual, locked room or cell where he 
remained during the period of observation, except 
that he might leave for some special purpose such 
as laboratory or x-ray studies; and at such times he 
would be accompanied by the orderly or by a guard. 
The cell contained not only a bed but also lavatory 
facilities. The patient received the usual hospital diet, 
which was a very liberal bland ulcer diet that con- 
tained less roughage than that commonly used for 
the inmates (Table 1). All the hospitalized prisoners 
on this program received the same diet no matter 
what medication they received. 


No routine drug therapy of any kind was allowed 
the patient. If medications became necessary be- 
cause of pain or for some other reason they were 
only specifically prescribed for a particular purpose 
by the ward physician in charge. Patients on the 
experimental ulcer therapy program were not per- 
mitted to have outside food or medication of any 
kind. The patients were regularly seen only by the 
prison physicians who were in attendance, the ward 
orderlies (who were trusty prisoners), and occa- 
sionally by guards relative to some administrative 
problem. None of these persons had any knowledge 
of what form of anti-ulcer therapy a prisoner 
received. 


In order to administer controlled vitamin U medi- 
cation to the prisoner-patients, two separate lots of 
materials were made up for therapeutic use, both of 
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which were designated as MK-72.* The first was a 
preparation of vitamin U concentrate, each dose of 
which was derived from a quart of freshly pressed 
raw cabbage juice. The dose amounted to approx- 
imately 50 cc. per container and was flavored with 
syrup as previously described.® The second form of 


medication was made up to look and taste and smell 


like the first but contained no vitamin U. This was 
designated as placebo. For each individual test case 
a series of 21 bottles, which constituted a three 
weeks course of treatment, was prepared. All medi- 
cations were identified on the bottle by serial num- 
ber and lot number only, so that there was no way of 
distinguishing between the cabbage juice concen- 
trate and the placebo. Ordinarily each series of 21 
bottles was administered to only one patient but 
occasionally when treatment was prematurely ter- 
minated before the entire series was used the remain- 
ing bottles might be used in treatment of a different 
patient. These exceptions are noted in Table 2. Each 
daily dose was administered to the patient as a 
single dose in the presence of the ward orderly to 
make certain that there was no break in the patient’s 
receiving the proper therapy regularly. All the series 
of bottles were kept locked up and under refriger- 
ation. 

It was decided to evaluate the results of the double 
blind control treatment of peptic ulcer entirely on 
the basis of x-ray examinations of the ulcer crater. 
Consequently it was necessary for each case study 
to positively demonstrate an ulcer crater either in the 
stomach or duodenum at both the original exam- 
ination and the first follow-up examination in order 
to make certain that the subsequent observations 

of crater healing time would be accurate. After the 
first x-ray examination and the beginning of MK-72 
therapy, each patient had weekly x-ray examination 
for a period of three weeks. If the ulcer as observed 
roentgenographically, had not healed completely at 
the end of the three-week period, the patient might 
then be given an additional three weeks course of 
treatment. The new course of therapy would be 
determined by one of the authors relative to what 
the previous course of therapy had already been. 
For example, if the patient had had three weeks of 
treatment with placebo and had shown little or no 
evidence of ulcer crater healing, he would then be 
placed on a course of treatment with vitamin U. 
Such a change in treatment was never known to the 
ward personnel and the physicians caring for the 
patients, as therapy would ostensibly be continued 
on a six weeks basis instead of a three weeks basis 
because the ulcer crater had not shown healing. At 
no time before, during or after each individual thera- 
peutic test did the roentgenologist who was making 
the fluoroscopic and x-ray examinations of the 


tSupplied by Merck and Company, Inc., Rahway, New Jersey. 
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patients, have any knowledge of what form of MK- 
72 therapy the patient was receiving. 


The length of time from the beginning of therapy 
to the disappearance of the ulcer crater as roentgeno- 
graphically visualized (so-called crater healing 
time) was accepted as the only positive or negative 
criterion of a therapeutic result, for it was felt that 
the interpretation of changes in symptoms, physical 
findings and laboratory tests as an indication of 
improvement would be too unreliable in a double 
blind control experiment of this type to give any 
reasonably accurate results. 


RESULTS OF THE EXPERIMENTAL THERAPEUTIC STUDIES 


Fifty patients who had active peptic ulcer were 
admitted to the experimental program from May 
1953 to December 1954. Thirteen of these patients 
were ultimately dropped from the series primarily 
because of inadequate roentgenographic data, leav- 
ing 37 patients to be treated. These 37 patients were 
utilized for 46 individual therapeutic studies of 
three weeks each. The results are recorded in Table 2. 


The irregular sequence of case numbers in Table 
2 is due to “dropped cases” as well as to some mis- 
assigned numbers to patients who did not actually 
enter the program. Four patients were assigned two 
case numbers each, which indicates they were twice 
included in the program, having relapsed some 
months after the first course of therapy and re- 
entered the series for the second time. The data for 
the total duration of the illness and for the length 
of the current attack indicate the pronounced vari- 
ability in the history of peptic ulcer in cases in this 
series. 

Ulcers located in the stomach were treated in 
11 instances and clear-cut ulcer craters in the duo- 
denum were treated in 35 instances. Three of the 
gastric ulcers treated were large (greater than 1.0 
cm. in diameter) and seven of the duodenal ulcers 
were large (greater than 0.7 cm. in diameter) .® In 
the remaining 36 instances the ulcers were small. 

The type of MK-72 therapy is shown in Table 2 
for each course of treatment. Ten patients were 
retreated for three weeks during the same period 
of hospitalization because the ulcer crater had either 
failed to diminish in diameter at all (seven cases) 
or had not diminished more than 2 mm. in diameter 
(three cases). The designation of crater healing 
time in days indicates whether the course of therapy 
had been successful or not, as the ulcer crater must 
have been radiographically healed in three weeks’ 
time (within 22 days) to qualify the case as a thera- 
peutic “success.” Case 53-10, in which vitamin U 
therapy was given and crater healing time was 49 
days, was omitted from the statistical analysis 
because it was complicated by severe pancreatitis 
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TABLE 1.—Liberal ulcer diet fed to all prisoner patients treated with MK-72. Sample shown for one day only 





BREAKFAST DINNER SUPPER 
Stewed prunes Lentil soup Ground round steak 1 serving 
Cornflakes Crackers Bland gravy 
Soft boiled eggs 2 Nucoa Tossed salad ....2 spoons 
Toast Stringbean salad Whipped potatoes 
Welsh rarebit Buttered zucchini 2 tablespoons 


Pear halves 2 Ice cream 
Bread 


TABLE 2.—Results of MK-72 peptic ulcer therapy (vitamin U double blind control) at San Quentin Prison, May 1953 to December 1954 


Duration—— Therapy Uleer 
Case Total Present Diam. inem. (Vitamin U Treated Crater Healing 
No. Illness Attack Peptic Ulcer Location (by X-ray) or Placebo) Month Time in Days 


YEAR 1953 
1. ......None previous Apex bulb 0.3 
15 yr. Lesser curv. stomach at incisura 15 


15 yr. Relapse Lesser curv. stomach at incisura 1.0 
1.0 


3 mo. Central bulb 0.6 
0.4 


1 mo. Lesser curv. stomach 2.0 


2 wk. Apex bulb 0.7 
0.7 


Central bulb 0.7 
0.8 


Greater curv. in gastric antrum 1.0 
1.0 


Duodenal bulb 0.5 
Middle bulb 0.5 


Lesser curv. of bulb 0.4 
0.4 


Base bulb lJ 
1.0 


Lesser curv. bulb 0.4 


May 11 
May 22 
Aug. No healing 
Sept. ll 
Sept. Not healed 
Oct. 19 
Sept. 49 
Sept. No healing 
Oct. 16 


Oct. No healing 
Nov. 21 


Oct. No healing 
Nov. 34 
Oct. 9 
Oct. 21 
Nov. No healing 
Nov. 20 


Nov. No healing 
Dec. 21 


Dec. ll 


FeYyeNeccaverVecyveceacrvVera 


Base bulb 1.0 


Base bulb 0.5 
1.0 


Central bulb 0.7 

Prepyloric 1.0 

Central bulb 0.7 

k Prepyloric 0.4 
15.(30) : " Pylorus 0.6 
etiich iss ; 4 mo. Central bulb 0.4 
Posterior wall duodenal bulb 0.3 

Midportion cap 0.4 

Apex bulb 0.7 


Central bulb 0.6 
0.4 


24. (18) $ 3 wk. Posterior wall duodenal bulb 0.4 
Lesser curv. midstomach 0.8 

Duodenal cap 0.3 

27.(10) ; s Duodenal cap 0.5 
Posterior wall duodenal cap 0.5 

Central bulb 0.3 

30.(15) J Lesser curv. antrum 2.5 
Lesser curv. duodenal bulb 0.2 

Lesser curv. duodenal cap 1.5 

Central bulb 0.7 

Duodenal bulb 0.8 

0.8 


Jan. 28 
Jan. No healing 
Feb. 7 


April 

April 

May 

May 

May 

May 

June 

June Not healed 
July Not healed 
July Not healed 
Aug. ll 

Aug. 20 

Aug. 12 

Aug. 16 

Aug. Not healed 
Aug. 22 

Sept. 20 

Sept. 18 

Nov. 17 

Nov. 22 

Nov. 15 

Nov. No healing 
Dec. 7 


eneecee VwwsTecr ecw se sexs ecacaced acs c¢ 


(P) = Placebo. (U) = Vitamin U. : 
“Four patients were twice included in the program. The numbers in parentheses are the case numbers assigned when they were. treated the 
other time. 
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TABLE 3.—Clinical analysis of therapeutic results 


Total number of completed case studies (in- 
cluding 10 gastric and 35 duodenal ulcers)..... 45 


Number of cases receiving placebo (including 
3 gastric and 16 duodenal ulcers) 


Number of placebo successes (including 2 gas- 
tric and 11 duodenal ulcers) 


Number of cases receiving Vitamin U (includ- 
ing 7 gastric and 19 duodenal ulcers) 


Number of Vitamin U successes (including 1 
gastric and 1 duodenal ulcer) 


Number of placebo failures retreated with Vita- 
min U at same hospital entry (including 2 
gastric and 8 duodenal ulcers)...................-.----- 10 


Number successfully retreated 


disclosed at operation. At operation it was observed 
that the large gastric ulcer in this case had actually 
healed, but that the degree of pancreatitis which 
persisted was extensive and severe. In another case 
of gastric ulcer (No. 53-13) also treated with vita- 
min U, but not qualifying as a “success” in three 
weeks of treatment, the lesion was healed two weeks 
later without additional vitamin U therapy. Simi- 
larly the large duodenal ulcer present in Case No. 
54-2, which was not healed completely in three 
weeks, was healed in four weeks without any addi- 
tional vitamin U therapy. In two cases of small duo- 
denal ulcers (Nos. 54-21 and 54-27) in which placebo 
therapy was given, healing occurred ultimately, but 
not until after the three-week therapeutic period— 
a week after the end of the period in one case and 
two weeks after in the other. In both of these cases 
the patients received additional forms of treatment 
during this time which may have affected ulcer 
crater healing time favorably. 


CLINICAL ANALYSIS OF THE RESULTS OF TREATMENT 


A brief analysis of the therapeutic results shown 
in Table 2 is given in Table 3. It is evident that 
during three weeks of placebo therapy, healing 
occurred in slightly less than one-third (31.9 per 
cent) of the 19 cases treated. This proportion of 
“successes” during placebo therapy does not seem 
surprising when it is noted that there is a natural 
tendency of peptic ulcers to heal with bed rest, ade- 
quate diet, more or less relief from emotional ten- 
sion, and the feeling that something constructive is 
being done to care for the ulcer pains. Certainly 


some of these prison patients would be expected to 
improve on such a regimen. It should be noted that 
in all cases in which the lesion did heal during 
placebo therapy, the ulcers were small, with one 
exception—a duodenal ulcer 0.8 cm. in diameter— 
and that there is some good clinical evidence that 
small peptic ulcers heal more rapidly than large 
ones.® 7 8 

In all but two of the 26 cases in which vitamin U 
therapy was given, ulcer crater healing occurred 
within a period of three weeks—a “success” ratio of 
92.3 per cent. As previously noted, the only two 
“failures” were healed at four and five weeks. In 
both of these cases the ulcers were large. As is shown 
in Tables 2 and 3, each of the ten patients who had 
had failure of treatment with placebos, later had heal- 
ing within three weeks when treated with vitamin U. 


CONCLUSIONS 


The results of the double blind control experi- 
ments relative to vitamin U therapy of peptic ulcer 
indicate that vitamin U was clearly superior to a 
placebo in the treatment of gastric and duodenal 
ulcers. 

595 Buckingham Way, San Francisco 27 ( Waxler). 

The authors are indebted to Miss Ernestine Hutchins and 


to Mr. Bing Moy for their assistance in the collection and 
analysis of the data presented. 
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Malfunctioning Postgastrectomy Stoma 


Diagnosis and Treatment 


GORDON K. SMITH, M.D., and WILLIAM E. OVERMAN, M.D., Los Angeles 


OF ALL COMPLICATIONS following gastric operations, 
failure of the efferent or exodic stoma to function 
properly is probably the most frequent. In the ma- 
jority of cases, patients with this condition can 
be managed by conservative measures. It is to 
be stressed, however, that the particular circum- 
stances in each case of postoperative gastric retention 
must be carefully appraised and that prompt sur- 
gical intervention must be in readiness if custom- 
ary conservative measures do not bring about im- 
provement. 


Malfunction of the efferent stoma can occur after 
gastroduodenal or gastrojejunal anastomosis of any 
type. Mechanical difficulties at or distal to the stoma 
seem to be sufficiently common whether the anas- 
tomosis is done antecolic or retrocolic or whether 
it is placed antiperistaltic or isoperistaltic. In the 
immediate postoperative period, the addition of 
vagotomy to subtotal resection or gastrojejunos- 
tomy further adds to the difficulties of the stomach 
to empty properly. Prohaska® postulated that sub- 
total gastrectomy with antiperistaltic gastrojejunos- 
tomy—that is, placing the efferent jejunal loop at 
the lesser curvature—is more likely to lead to gastric 
retention than is isoperistaltic anastomosis. The 
authors agree with him and feel that his concept of 
isoperistaltic and antiperistaltic is correct. Attempts 
to prevent this complication can be made by use of 
the Alestn T-tube (with which the authors have 
had little experience) or by passing an Einhorn 
tube through the anastomosed area into the distal 
jejunum and giving feedings through the lower 
openings and aspirating the stomach through the 
upper openings. The authors’ experience with this 
method has not been too satisfactory. Gastroduode- 
nostomy, or the so-called Billroth I operation, may 
also lead to a malfunctioning stoma. 


Malfunctioning efferent stoma, or severe gastric 
retention occurring in the immediate postoperative 
phase, has been attributed to many factors. Edema 
at the site of anastomosis has been mentioned as a 
major cause, and the edema has been considered, 
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@ Individualization in the treatment of patients 
with malfunctioning gastrojejunostomy stomas is 
paramount. Prompt surgical intervention in criti- 
cally ill patients is necessary to save life. 


In the early postoperative phase, the use of 
barium studies is disappointing and very seldom 
gives information as to the actual site of the 
obstruction. 


In surgical treatment, operation directly upon 
the stoma should be avoided as much as possible. 
The release of small bowel obstruction, the re- 
duction of intussusception or the correction of 
retraction of the jejunum through the mesocolon 
can be accomplished readily. Double or single 
jejunostomy for feeding and decompression are 
all that is necessary in cases in which no cause 
can be found for obstruction at or below the 
stoma. 


In a patient with peptic ulcer, the use of 
enteroenterostomy below the stoma is unphysio- 
logical and will predispose to gastrojejunal ulcer 
at a later date. 


variously, to be due to a lowered serum protein, 
particularly the albumin fraction; to an inflamma- 
tory reaction at the suture line; and, according to 
Roberts’ to low intracellular potassium. Mechanical 
conditions producing obstruction at or near the 
stoma can come from acute pancreatitis, anastomotic 
leakage, volvulus of the small bowel, excessive an- 
gulation of the jejunum at the greater or lesser 
curvature, too small a stoma with secondary inflam- 
matory reaction, retraction of the line of anasto- 
motic juncture through the transverse mesocolon in 
the retrocolic type, a rigid and short mesocolon 
which fails to stretch on filling of the stomach and 
thereby causes too short a proximal loop, retro- 
grade intussusception of the jejunum through the 
anastomosis, or pressure of the middle colic artery 
when the anastomosis is placed to the right of the 
artery. 


Management of a malfunctioning stoma consists 
of adequate gastric decompression and in replace- 
ment of fluid, electrolytes and protein. The use of 
roentgen examination with barium swallow is almost 
universally disappointing in determining whether or 
not the obstruction is at the stoma or distal to it. 
The older the patient, the poorer the nutrition and 
general status, the shorter can be the length of con- 
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servative treatment. Waiting 30 to 60 days for 
stomas to open would seem to be putting too much 
reliance on wishful thinking. 


TREATMENT 


Sachs* advocated that a Levin tube with a 
weighted mercury bag be passed through the stoma. 
The authors’ experience in two cases with this method 
has been completely unsatisfactory. In neither case 
could the bag be passed through the stoma. Both 
patients made uneventful recovery several days later 
without surgical intervention. 

The nature of the operative treatment depends 
upon the conditions observed within the abdomen. 
Retraction of the jejunum through the mesocolon 
can be simply corrected. If there are adhesions in 
the efferent jejunal loop severe enough to cause 
obstruction of the small bowel, freeing them may be 
all that is necessary to relieve the dysfunction. In 
one case in which posterior anastomosis was done, 
severe recurrent pancreatitis brought about so much 
fat necrosis that at reoperation the anastomosis was 
undone and a new one was done anterior to the 
colon. This, it is believed, was a life-saving pro- 
cedure in this case and the patient remained well 
thereafter. 

As far as operation upon the stoma itself is con- 
cerned, one must consider jejunoplasty, described 
by Hoag,® or intragastric widening of the stoma, as 
reported by Sawyer and Spencer,’ as being the most 
logical procedures. Jejunoplasty has the disadvan- 
tage of directing the alkaline contents of the duo- 
denum below the stoma and may predispose to 
gastrojejunal ulcer. Operation upon the stoma it- 
self may be extremely difficult if inflammatory 
reaction is present. 

In the authors’ experience the use of a single- 
feeding jejunostomy, placed approximately eight to 
twelve inches below the stoma, has been adequate 
to control this problem. Joyce advocated and used 
this method many years ago and results were so 
favorable that he frequently used it as a comple- 
mentary procedure in patients who had gastric 
resection and who were malnourished or who had 
had extensive hemorrhage. During the last few years, 
the authors have added the second retrograde jeju- 
nostomy for decompression of the stomach, as sug- 
gested by Allen and Donaldson,' for this seems to 
be much better tolerated by the patient than a Levin 
tube for a long period of time. 

Another method of solving this problem, in addi- 
tion to direct operation on the stoma, consists of 
enteroenterostomy below the stoma. This procedure 
was advocated by Prohaska and Cole.” Recently, 
Colp* also recommended it for use in cases in which 
the stoma appears normal at the time of exploration 
but does not function properly. Colp described in 
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detail a case in which enteroenterostomy was per- 
formed and, in addition, a feeding-type jejunostomy. 
He said that the enteroenterostomy did not relieve 
the patient’s symptoms but that after feeding was 
carried out through the jejunostomy for some days, 
the stomach began to empty normally. Undoubt- 
edly, the feeding jejunostomy was the procedure 
that gave the patient relief. The authors believe that 
use of enteroenterostomy in the treatment of mal- 
functioning gastrojejunal stoma is to be condemned 
and that when this operation is done, gastrojejunal 
ulcer may develop later. This procedure is actually 
a modification of the Mann-Williamson experimen- 
tal operation. Dragstedt*: 1° observed that vagotomy 
protected about one-half of dogs that had had the 
Mann- Williamson operation from stomal ulcer; that 
resection of the gastric antrum protected two-thirds 
of these animals from stomal ulcer; and that vagot- 
omy and antrectomy, combined, were even more 
effective. Therefore, the use of enteroenterostomy 
for malfunctioning stoma is unphysiological except 
for patients on whom vagotomy and subtotal resec- 
tion, including antrectomy, have been performed. 
It is obvious that only a small proportion of patients 
with malfunctioning stoma will be of that category. 


REPORTS OF CASES 
Group I 


The following case illustrates obstruction at the 
stoma, probably due to stomal edema, in a patient 
who had had posterior Hofmeister gastrojejunos- 
tomy. 


Case A. A 54-year-old oil company executive 
with proven peptic ulcer of two years’ duration was 
admitted to hospital May 23, 1949, with melena 
and hematemesis. The blood that was lost was re- 
placed and the bleeding subsided. Subtotal gastrec- 
tomy and posterior Hofmeister gastrojejunostomy 
were carried out. Bile was obtained in the gastric 
contents during the first six postoperative days. 
Then, for five days, there was no bile in the material. 
X-ray examination with barium swallow showed 
obstruction of the stoma. Electrolytes and serum 
proteins were normal. A Harris tube weighted with 
6 cc. of mercury did not pass through the stoma in 
48 hours. Suction was continued. At this time (the 
eleventh postoperative day) the stomach started 
to empty and bile was contained in the material 
removed by suction. 


The next case illustrates the diagnosis and man- 
agement of stomal edema late in the postoperative 
course, following subtotal gastrectomy with anterior 
Hofmeister gastrojejunostomy. 

Case B. A 41-year-old electrician was admitted 
to hospital April 27, 1954, with a history of recur- 
rent peptic ulcer for the preceding three and a half 
years. Response to conservative therapy had been 
unsatisfactory. Subtotal gastrectomy with a Hof- 
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meister anterior gastrojejunostomy was done April 
28. Two weeks after operation the patient was re- 
admitted with epigastric distress, relieved by vomit- 
ing, of two days’ duration. On admission, electro- 
lyte values were within normal limits. No barium 
passed through the stoma during fluoroscopy. Con- 
stant Levin tube suction was applied for three days. 
Then progressively a postgastrectomy diet was 
given and the patient recovered. He was discharged 
from the hospital in November, 1954. 


The following case illustrates the diagnosis and 
management of stomal edema late in the postoper- 
ative course after subtotal gastrectomy with Billroth 
I gastroduodenostomy. 


Case C. A 71-year-old retired man was admitted 
to hospital January 24, 1954, for removal of gastric 
polyps, diagnosed by gastrointestinal x-ray exam- 
ination. A subtotal gastrectomy with Billroth I 
gastroduodenostomy was done. The patient made 
uneventful recovery and was discharged on the 
seventh postoperative day. He was readmitted three 
weeks later with gastric retention and-vomiting of 
ten days’ duration. Upon examination with barium 
swallow, gastric retention was observed at first, but 
after an hour a large portion of the barium passed 
through the small bowel. Electrolytes and serum 
protein values were within normal limits. Levin 
tube suction was carried out for seven days and the 
patient made uneventful recovery. 


Group II 


The first case in this group illustrates the diagnosis 
and management of an efferent loop obstruction 
distal to the stoma in an anterior Polya gastrojej- 
unostomy. 


Case A. A 41-year-old aircraft engineer was ad- 
mitted on November 21, 1954, with a history of 
peptic ulcer of seven years’ duration. A subtotal 
gastrectomy with an anterior Polya gastrojejunos- 
tomy was performed on November 24. A Levin tube 
with constant suction was used for three days. Gas- 
tric contents were bile-colored and averaged 600 to 
700 cc. daily. The Levin tube was removed and 
the patient was given a postgastrectomy diet begin- 
ning on the fourth postoperative day. Gastric reten- 
tion developed, with vomiting from the eighth to the 
twenty-third postoperative day. At this time, x-ray 
examination with barium swallow revealed a patent 
proximal stoma with an obstruction at the distal 
stoma and considerable distention of the stomach. 
The electrolyte values and albumin-globulin ratio 
were within normal limits. Reoperation was done 
on the twenty-third postoperative day. Dense ad- 
hesions extending from the liver and pancreas to 
3 to 4 cm. distal to the efferent stoma were divided. 
A double-catheter jejunostomy was performed. Both 
catheters were removed on the eleventh postoper- 
ative day. The patient made uneventful recovery. 


The following case illustrates the diagnosis and 
management of stomal edema and inflammation that 
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progressed to diaphragm formation and brought 
about obstruction in an anterior Polya gastrojej- 
unostomy. 


Case B. The patient, a 69-year-old Italian vintner, 
had a long history of duodenal ulcer and chronic 
bronchitis. In December 1949 a posterior gastro- 
jejunostomy with subdiaphragmatic vagotomy was 
done for duodenal obstruction from chronic duo- 
denal ulcer. The vagotomy was known to be in- 
complete because of technical difficulties that arose 
during the procedure. The patient remained well 
for two years after the operation, then had massive 
hemorrhage from a gastrojejunal ulcer. He was 
admitted to hospital and there received 4,000 cc. of 
blood during the first 12 hours. Subtotal gastrec- 
tomy with an anterior Polya gastrojejunostomy was 
performed on April 20, 1951. Increasing gastric 
retention developed immediately. Upon barium 
swallow examination, obstruction of the stomach 
was observed. Serum proteins and electrolyte values 
were within normal limits. A week after operation 
a Witzel feeding jejunostomy was performed. At 
that time the stoma was not abnormal. Gastric re- 
tention continued and x-ray examination showed 
the stomach still obstructed. Twelve days after the 
jejunostomy, a stomal diaphragm was excised and 
a partial Noble plication was performed on a por- 
tion of proximal jejunum. The patient made un- 
eventful recovery. 


The next case illustrates the diagnosis and man- 
agement of an efferent loop obstruction by adhe- 
sions in a posterior Hofmeister gastrojejunostomy. 


Case C. A 62-year-old oil company executive was 
admitted January 18, 1950, with a history of in- 
tractable duodenal ulcer with partial obstruction 
for the preceding 18 years. At operation the follow- 
ing day the ulcer was found to have penetrated the 
pancreas. Subtotal gastrectomy with a posterior 
Hofmeister gastrojejunostomy was performed. On 
the eighth postoperative day, gastric retention de- 
veloped. Barium swallow examination showed a 
completely obstructed stomach. Electrolyte values 
and total serum proteins were within normal limits. 
A Harris tube with 6 cc. of mercury did not pass 
through in 48 hours. On the sixteenth postoperative 
day laparotomy was carried out and the efferent loop 
was observed to be obstructed by adhesions just 
distal to the stoma. Jejunoplasty was performed. 
The patient made uneventful recovery except for 
persistent hiccough which was relieved by phrenic 
crush (left). 


The following case illustrates the diagnosis and 
management of an efferent loop obstruction due to 
an inflammatory reaction from acute pancreatitis 
in a subtotal gastrectomy with posterior Hofmeister 
gastrojejunostomy. 


Case D. A 32-year-old fireman was admitted 
January 30, 1951, with a history of peptic ulcer and 
tarry stools intermittently for 16 years. Subtotal 
gastrectomy, including excision of a posterior pene- 
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trating ulcer, with posterior Hofmeister gastro- 
jejunostomy was done. Gastric retention developed 
on the tenth postoperative day. Barium swallow 
examination showed patent stoma. Serum amylase 
and urinary diastase were considerably above nor- 
mal. Vomiting continued and on the sixteenth post- 
operative day a roentgen examination with barium 
swallow showed a completely obstructed stoma. 
The electrolyte values and total serum proteins 
were within normal limits. Laparotomy was carried 
out on the eighteenth postoperative day. Extensive 
fat necrosis and inflammatory reaction and edema 
of the mesocolon around the site of anastomosis 
were observed. The anastomotic area was freed 
from adjacent constriction and an Einhorn tube 
was passed into the distal jejunum. On the sixth 
postoperative day the tube was removed. Gastric 
retention immediately developed. Elevated serum 
amylase and results of urinary diastase studies 
indicated pancreatitis was still present. Twenty- 
three days after the second operation, a barium 
swallow study showed the stoma completely ob- 
structed. Electrolyte values and total serum pro- 
teins were within normal limits. The abdomen was 
opened again and it was observed that dense adhe- 
sions about the stoma were causing complete 
obstruction of the efferent loop of the jejunum 
distal to the anastomosis. The anastomosis was 


undone and a re-resection with an anterior Hof- 
meister gastrojejunostomy was performed. The 
patient made uneventful recovery. 

2010 Wilshire Boulevard, Los Angeles 57. 
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; Special Article / 


Personal Injury Litigation 


The Duties, Privileges and Responsibilities of Physicians 


INGEMAR E. HOBERG, San Francisco 


Part II* 


SUBDIVISION 4 of Section 1881 of our Code of Civil 
Procedure provides generally that a licensed phy- 
sician or surgeon cannot, without the consent of his 
patient, be examined in a civil action as to any infor- 
mation acquired in attending the patient, which was 
necessary to enable him to prescribe or act for the 
patient. This means that the patient has the privilege 
to forbid the physician’s disclosure of such infor- 
mation. 


There are several exceptions stated in the law, 
among them being where, after the death of the 
patient, his mental capacity to act is made an issue; 
in a lawsuit in actions for wrongful death; and 
“where any person brings an action to recover dam- 
ages for personal injuries, such action shall be 
deemed to constitute a consent by the person bring- 
ing such action that any physician who has pre- 
scribed for or treated said person and whose testi- 
mony is material in said action shall testify.” 


It can be readily seen, therefore, that only in cer- 
tain legal actions after the death of the patient, and 
in actions involving personal injury to the patient, 
is the privilege between physician and_ patient 
waived. In all other actions, except criminal cases 
where there is no privilege, the confidence of the 
patient must be preserved inviolate. The privilege 
exists even though the physician be employed and 
compensated by a third party—by a company for 
which the patient works, for example, or by a com- 
pensation insurance carrier. The patient himself 
may, of course, waive the privilege, either expressly 
or by his conduct, as where he permits the physician 
to prescribe for or treat him in the presence of third 
parties. Persons assisting the physician, such as 
nurses, are not such third parties. 

It should be noted that the statute does not permit 
the release of such information merely because the 
patient has met with an accident or has presented 
a claim for damages for personal injuries. A lawsuit 
must first have been commenced. Nor is the infor- 


*This is Pare II of an article in two parts. Part I appeared in the 
December, 1955, issue of CALIFORNIA MEDICINE. 
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mation releaseable merely because the opposing 
attorney has served a subpoena upon the doctor. The 
information can be divulged over objection only 
through testimony given at a trial, deposition or 
other judicial hearing, and where attorneys for all 
parties are given opportunity to be present. 

It must also be remembered that the patient’s 
adversary may compel a physician to testify by 
subpoena only where his knowledge of the patient 
was acquired for the purpose of enabling him “to 
prescribe for or to treat the patient.” Thus, where a 
doctor is employed by an attorney only to make a 
report to him or to give testimony in the case (and 
the doctor gives no medical advice, care or treat- 
ment) he cannot be compelled to divulge his findings 
over the objection of the party who employed him. 
This is for the reason that the physician is then the 
agent of the attorney for communication of medical 
facts from the client to the attorney, and the 
“attorney-client” privilege is then applicable to pre- 
vent disclosure.* 

A California Appellate Court recently held that 
it was improper for an attorney to question the phy- 
sician as to the names of other patients whom he 
may have treated for similar symptoms or com- 
plaints. The court held that such a disclosure would 
violate the confidential relationship between the phy- 
sician and such other patients. It is well to remem- 
ber this rule should an adversary lawyer seek on 
cross-examination to pursue inquiry respecting 
other patients having similar injuries.® 

In summarizing the subject of privilege, it may 
be said that a physician should make it an invariable 
rule not to divulge information concerning his 
patient to any third party without having first 
received his patient’s written authorization so to do. 
Moreover, without the written consent of his patient, 
he must not disclose such information unless com- 
pelled by subpoena to give testimony under oath in 
a judicial proceeding. No privilege exists in crimi- 


on and County of San Francisco v. Superior Court, 37 Cal. (2d) 
a 


go v. Regents of University of California, 116 Cal. App. (2d) 
445. 
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nal cases, in civil cases involving deceased patients 
whose mental competency is in issue, or in suits for 
personal injury or wrongful death. The attorney- 
client privilege will prevent disclosure of the phy- 
sician’s findings where he has been employed by the 
attorney only for the purposes of the suit. 


Witness Fees of Physicians Attending 
Depositions or Trials 

The right of the physician to determine his own 
scale of fees for his services has always been jeal- 
ously guarded by the profession. It has been suc- 
cessfully argued in some states that a physician’s 
professional opinion, acquired after years of costly 
schooling and experience, may not be extracted 
from him without payment of an expert’s fee. But 
this is the minority view, and there is as yet no 
clear decision in the California courts on this prob- 
lem.’ If the question is ever squarely presented, 
however, it is probable that they will compel a phy- 
sician to divulge his findings and to express his 
opinion as to diagnosis and prognosis, without the 
payment of an expert’s fee, provided that he is not 
required to pursue a further examination or study 
in order to express such opinion. 


While there is no known standard agreed upon by 
the physicians of this community, the pattern of 
charges submitted to the attorneys, both for the 
injured party and for insurance companies defend- 
ing an action, has been fairiy consistent. A physi- 
cian who specializes usually charges more for his 
consultation, written report and court testimony. In 
San Francisco, general practitioners charge from 
$100 to $150 for each day, or part thereof, in attend- 
ance at court; $25 to $75 for attendance at a meet- 
ing for deposition, and from $10 to $25 for each 
physical examination and report. The fees of special- 
ists vary from 25 per cent to 200 per cent higher. 
The fees usually charged by the general practitioner 
in outlying communities may be 25 per cent to 50 
per cent less. (These fees are set down here, not as 
a guide to follow, but simply to show what charges 
are likely to be considered “reasonable” by the 
courts. ) 


Lawyers should be, and usually are, eager to 
pay the physician promptly for reasonable medico- 
legal fees. Some physicians have suffered in their 
experiences with some attorneys, and have adopted 
the practice of requiring payment of their fees in 
advance, particularly for court appearances. While 
this has the commendable ring of certainty, it does 
not flatter the legal profession nor the lawyer who 
receives the physician’s ultimatum. 


Acceptance of contingent medical fees or bon- 
uses for medicolegal services is, of course, to be 


7City and County of San Francisco v. Sepeiee Court, 37 Cal. (2d) 
227; People v, Conte, 17 Cal. App. 771, 783-784. 
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denounced. This cheapens both professions, and 
deprives the physician of that complete objectivity 
which should be constantly his. Furthermore, if such 
a fact were to be brought to light in a trial, it would 
immediately subject the physician’s testimony to 
deep suspicion. 

Moreover, an arrangement which makes the com- 
pensation of a witness dependent upon the outcome 
of the case is contrary to public policy.’ It is also a 
breach of ethics for an attorney to employ any wit- 
ness for a fee contingent upon the outcome of the 
case. At least one case is on record in which a lawyer 
was disbarred for entering into a contingent fee 
arrangement with a witness.® 


Occasionally a situation may occur where the 
lawyer promises but fails to pay proper medico- 
legal fees. The organized bar does not have a public 
service committee, as do medical societies, before 
which the physician might apply for relief against 
a lawyer. Of course, if there has been practiced any 
semblance of deceit such as would amount to a moral 
wrong, disciplinary action against the lawyer may 
be initiated before the State Bar. But the bar’s dis- 
ciplinary machinery is intended solely to police its 
members for acts of moral culpability. Its offices 
may not be used as an agency for the collection of 
bills or to settle civil disputes. 

While the attorney is under no legal obligation to 
“protect” the physician for fees incurred by the 
patient for care and treatment, he should, in most 
cases, be able to induce his client to pay for the 
services. The personal injury lawyer must frequently 
interrupt the physician’s time and thus affect his 
pocketbook. When the physician is cooperative, it 
is only right that the attorney should reciprocate in 
kind. He should endeavor, consistent with his duty 
to the client, to see the physician paid ultimately for 
all legitimate unpaid medical fees. Insurance com- 
pany checks or drafts paid in settlement of personal 
injury cases are invariably made payable jointly to 
the patient and to his attorney, and after endorse- 
ment, are customarily deposited in the attorney’s 
trustee account. From this fund are disbursed the 
moneys payable to the client, to the attorney for his 
fees and reimbursed costs, and to such other persons 
as the client may direct. With the client’s permis- 
sion, the attorney may pay the physician directly 
from this fund. 


Adequate and Accurate Records of Patients in 
Personal Injury Cases 

The majority of physicians must plead guilty to 
the charge of keeping an absolute minimum of med- 
ical records. These records in most cases probably 
are adequate to cover the essentials of medical care 


816 A.L.R. 1457; 12 Am. Jur., Sec. 188. 
*Matter of Shapiro, 144 App. Div. (N.Y.) 1. 
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and treatment but, in many instances, they fall far 
short of the records reasonably required in medico- 
legal cases. When called to treat an injured patient, 
the doctor should be on notice that he may be later 
called upon to refresh his recollection as to many 
incidents or symptoms seemingly insignificant at 
the time of their appearance. Many serious disabili- 
ties, and occasionally death, may occur months and 
years after and as a result of an earlier injury. With- 
out an accurate history and the careful recording of 
objective signs and subjective symptoms, a grave 
injustice can result to one side or the other in a 
subsequent lawsuit. 

Moreover, a physician responsible for hospitaliz- 
ing a patient should exercise a close supervision over 
the accuracy and fullness of the hospital histories, 
medical “impressions,” diagnoses, and nurses’ 
entries and charts. An occasional scrutiny by the 
doctor of all entries will frequently save later embar- 
rassment in having to explain an erroneous or 
incomplete entry made by an intern, nurse or other 
person, that may be directly contrary to the phy- 
sician’s testimony at the time of trial. Hospital 
records, as well as the physician’s personal records, 
are now being subpoenaed for inspection by adver- 
sary counsel with increasing frequency. They are 
deserving of much greater care in their preparation. 

It sometimes develops, as has been said, that 
entries in medical records are erroneous or other- 
wise embarrassing. It may occur to the physician or 
to the inexperienced lawyer, that he may “correct” 
the record by erasure or other obliteration of the 
entry so as to make the record “speak the truth.” 
Such changes should be avoided because, upon pro- 
duction of the records in court, an astute attorney 
would customarily examine the record and would 
note the erasure. He would then inquire as to when 
the change was made, as to who was present at the 
time, and as to the motivation inspiring it. A charge 
of tampering with intent to falsify the record may 
be difficult to overcome. If it is ever advisable to 
“correct” the record, it should never be done by 
erasure or obliteration, but only in such manner as 
to reveal the original writing and to indicate that 
the error was corrected at a later time. 

When required to give testimony at a judicial 
hearing, a physician normally should take with him 
all of his medical file pertaining to the case, includ- 
ing x-ray films and laboratory and other reports. 
It is not necessary that he secure or take with him 
hospital records, or reports of other physicians, 
unless specifically requested to do so by his patient’s 
attorney. There have been many occasions when a 
physician, either because of poor records, embar- 
rassing entries or wishful thinking, has appeared 
in court without the records and the court has 
ordered him to return (sometimes from distant 
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communities) with his records at the next session 
of the court. By the time the records are produced, 
their absence may have assumed magnified impor- 
tance. Consequently, if the records when produced 
are shown to differ from the earlier testimony, the 
physician and the patient may be looked upon as 
conspiring charlatans. 

An experienced lawyer will never overlook con- 
sulting with the physician before the physician’s 
appearance in court. He will also personally review 
the records to make sure that communications that 
are not properly a part of the medical file are 
removed, and that any discrepancies are noted and 
explained so that neither the physician nor the law- 
yer will be surprised in the courtroom. 

When taking histories, physicians are sometimes 
careless in transcribing accurately the statements 
made by the patient, or other informant, as to the 
manner in which the accident occurred. This is 
because the physician is much less interested in the 
legal implications. But the court or jury will always 
attach great importance to the spontaneous admis- 
sions made by a person soon after the occurrence. 
It generally will make little difference to the physi- 
cian whether the patient “tripped” or “slipped” 
while going down stairs, but the accuracy of the 
expression made can mean the difference to your 
patient between winning and losing his lawsuit. There 
can of course be no criticism if the truth is recorded, 
but the frequency of careless error on the part of the 
recorder suggests that greater care should be exer- 
cised in recording histories, particularly in a case 
that has medicolegal implications. 

An interesting example of cases in which a phy- 
sician’s entry in a hospital record went far to bring 
about the conviction of a defendant occurred in a 
recent criminal case.'° An Army captain hospitalized 
at Letterman Army Hospital for epilepsy was 
arrested for an attempted armed robbery of a taxi 
driver. His defense, supported by psychiatric testi- 
mony, was that he had no memory of the occurrence, 
and was not responsible for his act because he had 
had an epileptic “blackout.” The prosecution intro- 
duced in evidence records of Letterman Hospital 
containing an entry by a neurologist as follows: 


““.. This patient is still being investigated in 
connection with an assault upon a taxi driver. He 
has been told by a civilian neurologist that he 
might have a fugue state of which I am person- 
ally very skeptical. I believe that the patient may 
be endeavoring to manipulate his way into the 
hospital in order to strengthen his defense...” 


The physician who wrote that note was not called 
to testify, but no amount of argument could remove 
the harmful effect of that entry. 


10People v. Gargol, 122 Cal. App. (2d) 281. 
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Preparation for and Recommended Conduct 
During the Presentation of Testimony 

The following suggestions should be of help to a 
physician unfamiliar with the courts who is called 
to testify: 


Be thoroughly familiar with his patient’s back- 
ground, and of the facts which give support to his 
professional opinion. Adequate preparation will 
instill self-confidence and allay the apprehension 
of cross-examination. 


Spend enough time with the patient’s attorney in 
review of the technical material involved so that each 
may appreciate the problem of the other and antic- 
ipate the questions to be asked and the answers to 
be given. 

Remember to show the patient’s attorney all your 
records so that neither of you may be surprised at 
the trial. Do not neglect to take all medical memo- 
randa with you to the courtroom, not only to fortify 
your memory if that is required, but so that you may 
not be sent back for it. 


Refresh your recollection from texts, periodicals, 
anatomical charts, or other papers pertaining to the 
injury with which you are concerned. However, it 
is generally not advisable to refer to medical authori- 
ties in support of testimony, unless you are abso- 
lutely certain that the text, in its entirety, fully sup- 
ports your position. Even then it may invite a quar- 
rel over its interpretation. 

Endeavor to withstand the persuasive tug and 
pull of the attorneys, even that of the attorney who 
is calling you as his witness. Remember that an 
advocate will zealously strive to “put his client’s 
best foot forward,” while the physician must always 
remain an objective man of science. Do not play the 
part of an advocate, whether you are testifying for 
the plaintiff or for the defendant. Forget, for the time 
being, the party by whom you are called, and strive 
to rid yourself of any bias or prejudice that may 
creep into your thinking. 

Speak in a conversational tone, but loudly enough 
so that you may be heard and understood by all 
persons in the courtroom, even to its farthest part. 
Do not volunteer answers, but wait for the question 
to be asked of you. If the attorney has forgotten to 
touch upon an issue which to you may seem impor- 
tant, call his attention to it at the recess, or when 
leaving the witness chair. If it is important enough, 
he will recall you for that purpose. 

Avoid putting your hands to your face while 
testifying. Moving the hands about the mouth makes 
the witness appear uneasy, it obstructs the normal 


carrying quality of the voice, and it imparts a poor 
impression to the jury. 

Weigh each question carefully. If you do not 
understand the question, ask that it be clarified or 
repeated. If you are not given time enough in which 
to answer a question, allow the attorney who has 
called you as a witness an opportunity to make 
proper objection to the court. If this attorney does 
not do so after a reasonable time, you may suggest 
to the court that you are unable to understand the 
question or to answer it adequately. 

Above all, do not become embroiled in a dispute 
with the examining attorney. This may be the very 
reaction that he desires to provoke. A witness who is 
flustered, angry or otherwise swayed by emotion, 
is usually an unhappy target for an experienced 
attorney. For the same reason, do not indulge in 
matching wits with the attorney, or try to appear 
clever in debate. The jurors do not expect anything 
but self-control and dignity from a man of medicine, 
and will be quick to frown upon either the lawyer or 
the physician who is rude or insulting. 

Try to avoid the use of medical terms that are 
unfamiliar to the layman. If you do so inadvertently, 
be quick to explain the meaning of the word in terms 
that the average person can readily understand. 

If you are asked about the medicolegal fees that 
you have received, or expect to receive, state them 
at once, if they are known to you. If they are not 
known, state that you expect to receive a fair fee 
for your time away from your regular practice and 
for any expenses you are put to in attending the 
trial. 

If you are asked if you discussed the case with 
any person before coming to the trial, do not assume 
that you have done wrong to discuss the case, but 
answer the question fully and frankly. There is 
nothing improper about pretrial consultations with 
the attorney, despite the common misapprehension 
that an affirmative answer connotes some impro- 
priety. 

Remember that conflicts can never be avoided in 
any field of skill or learning. Particularly is this 
true among members of the medical profession. Do 
not feel that you must reconcile your testimony with 
the views of other medical men, but be honest, fair 
and true to yourself. 

If you will adequately prepare yourself in the 
subject matter of the inquiry and reasonably ob- 
serve these admonitions, you should have no cause 
for apprehension in making your contribution, hap- 
pily and effectively, to the achievement of justice. 

703 Market Street, San Francisco 3. 
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Urinary Calculus Formation in the Vagina 
From Vesicovaginal Fistula 


HAROLD M. HILL, M.D., Redlands 


THERE APPEARS to be no record in urological texts 
or in current periodicals of urinary calculus forma- 
tion in the vagina at the site of vesicovaginal 
fistula. In the case here reported a vaginal calculus 
was noted incidentally during routine pelvic exam- 
ination of a patient being treated for tetany associ- 
ated with hypoparathyroidism and hypothyroidism 
(after thyroidectomy). This case is further remark- 
able in that an extensively calcified urinary stone 
developed in a patient with two hormonal deficiency 
states that cause diminished excretion of calcium. 


REPORT OF A CASE 


A 48-year-old woman, first examined May 12. 
1952, complained of generalized numbness and had 
severe carpal spasms. An incidental complaint was 
of leakage of urine from the vagina for five years, 
requiring the constant wearing of a menstrual pad 
to protect the clothing. The patient also was under 
treatment for longstanding congestive heart failure 
from rheumatic heart disease. 


At 17 years of age the patient had been told she 
had a leaky heart valve resulting from rheumatic 
fever. During adolescence the thyroid gland became 
enlarged. At age 32 the enlarged thyroid gland was 
removed because it was said to be causing cardiac 
irregularity and damage, but the patient recalled no 
symptoms of hypermetabolism and it may have been 
that the cardiac symptoms were associated with the 
rheumatic heart disease. In 1947, when the patient 
was 43 years of age, hysterectomy was performed 
owing to prolonged menstrual bleeding, and fibroid 
tumors were reportedly removed. This resulted in a 
vesicovaginal fistula which leaked urine continu- 
ously. Two months later an unsuccessful attempt was 
made to close the defect vaginally. For the year pre- 
ceding the instance herein reported, the patient had 
been troubled with frequent diarrhea of four to six 
liquid stools daily. This had begun at the time the 
patient began taking digitoxin in a dosage of 0.2 to 
0.3 mg. daily. Tingling in the extremities and cramp- 
ing of the toes had been present for one week and 
typical carpal spasms for one day. No symptoms of 


Submitted April 1, 1955. 
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hypothyroidism could be elicited except frequent 
drowsiness during the day even after nine hours’ 
sleep at hight. 

The patient was thin and poorly developed and 
looked older than her stated age. The temperature 
was 98.6°F., the pulse rate 72 and irregular, respi- 
rations 32, and blood pressure 110/70 mm. of mer- 
cury. Extremely apprehensive, the patient was 
breathing vigorously in a manner suggesting hyper- 
ventilation, and the classical deformity of severe 
tetanic carpal spasms was present. A few hours 
later when the symptoms had been relieved with 
rebreathing from a paper bag and intravenous 
administration of calcium, the carpal spasms could 
be produced within 30 seconds by placing a tour- 
niquet about the arm. Except for moist palms, the 
skin was excessively dry. The lungs were clear 
to percussion and auscultation. There was a faint, 
rumbling, apical systolic murmur and a very 
faint early diastolic blow. The mitral first sound 
was snapping and relatively loud. The liver was 
not palpable, but the edge of the spleen, firm 
and sharp, was felt four fingerbreadths below the 
left costal border. On pelvic examination a hard 
obstacle was palpated in the mid-vagina. It was 
thought to be an old metal pessary. On inspection, 
however, it was observed to be a calculus approxi- 
mately 35 mm. in diameter which was held in place 
by a neck extending through a fistulous tract into 
the bladder (Figure 1). This neck was slightly en- 
larged on the bladder side of the fistula and consid- 
erable traction was necessary to dislodge it. Follow- 
ing removal of the calculus, there was a clean round 
hole, approximately the diameter of a lead pencil, in 
the anterior wall of the vagina about midway be- 
tween the vaginal orifice and the apex of the vaginal 
vault. After removal of the calculus the patient com- 
plained of a much greater flow of urine through the 
vagina than previously. 

Upon fluoroscopic examination, pronounced gen- 
eral enlargement of the heart was noted, particularly 
the left auricle and ventricle, consistent with rheu- 
matic mitral valvular disease. An electrocardiogram 
showed auricular fibrillation at a rate of about 80 
per minute, frequent premature ventricular beats, 
and probable digitalis effect. Hemoglobin content 
was 15.5 gm. per 100 cc. of blood. Erythrocytes 
numbered 5.3 million per cu. mm. and leukocytes 
8,300. The urine gave acid reaction; the reaction for 
albumin was 1 plus, and it contained no sugar. 
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Figure 1.—Urinary calculus removed from vagina show- 
ing configuration, including neck which protruded through 
fistula to the bladder. Broken right border of calculus is 
area where fragment was removed for chemical analysis. 


There were 50 to 60 pus cells per high powered 
field, rare red cells and a few epithelial cells. To 
determine, if possible, the manner of calculus for- 
mation, a search was made for records of urine 
analysis done on other occasions, and three reports 
were found. On one occasion the pH was 6.0, on 
another 7.0, and on the third the urine was alkaline. 
An abnormal number of pus cells was noted all 
three times. Pseudomonas aeruginosa (predomi- 
nantly) and E. coli grew on a culture of urine. The 
blood contained 2.8 gamma of protein-bound iodine 
per 100 ml. and the serum calcium was 5.7 mg. 
per 100 ml. 

The vaginal calculus was sent to Dr. C. S. Small 
of the Department of Pathology, College of Medical 
Evangelists, Loma Linda. He reported: “The stone 
is roughly rectangular, 37 x 32 mm., and 16 mm. 
thick, with a 9x 11 x7 mm. knob projecting from 
one flat surface. The shell of the stone is about 2 mm. 
thick, light gray, slightly nodular, and about as 
hard as plaster. The core is softer, chalky, pale 
brown and slightly fibrous. The whole weighs 10.85 
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grams.” Chemical analysis of the shell and the core 
of the calculus were the same, and showed the pres- 
ence of calcium and ammonium phosphates. The 
analysis was negative for urate, oxalate, carbonate, 
magnesium, and cystine. An x-ray film of the cal- 
culus showed that it was replete with calcium laid 
down along a nonopaque matrix. There was no evi- 
dence of a foreign body nidus. 

The patient’s thyroid and parathyroid deficiencies 
were satisfactorily treated, and chronic diarrhea was 
corrected by reducing the digitoxin dosage. She was 
referred to a urologist for surgical repair of the 
vesicovaginal fistula. Excretory urograms made at 
that time revealed no calculi or other abnormalities 
of the upper urinary tract. A suprapubic repair was 
attempted, but the floor of the bladder in the vicinity 
of the fistula was friable, thickened and practically 
bloodless so that it was impossible to undermine a 
flap with which to close the floor of the bladder. 
Closure was then attempted by placing sutures in the 
bladder, at right angles to those which were placed 
in the vagina, but urine continued to leak through 
the vagina. No vesical calcifications were found dur- 
ing this procedure. 

The patient returned to the care of the physician 
who had been treating her before the development 
of the acute symptoms previously described. After 
about a year she became acutely ill again and was 
referred to another internist. A diagnosis was made 
at that time of severe congestive heart failure from 
rheumatic heart disease, with secondary cardiac 
cirrhosis and splenomegaly and pronounced digi- 
talis intoxication. Urine was still leaking from the 
vagina. Two days later massive gastric hemorrhage 
occurred suddenly and the patient died. Upon post- 
mortem examination the clinical diagnosis of rheu- 
matic mitral valve disease with secondary hepato- 
megaly and splenomegaly was confirmed. There was 
no evidence of esophageal varix, but freshly bleed- 
ing erosions were noted in a large portion of the 
stomach. 


COMMENT 


In this case a vaginal calculus of which the patient 
was totally unaware formed as a result of vesico- 
vaginal fistula of five years’ duration. The calculus 
was composed of calcium and ammonium phos- 
phate by chemical analysis, and an x-ray film 
showed heavy calcification. The calcification devel- 
oped in spite of hypoparathyroidism and hypo- 
thyroidism that resulted from thyroidectomy 16 
years previously, and also despite chronic diarrhea 
from digitalis intoxication, all of which tend to 
decrease urinary calcium. 


The causes of urinary calculus formation are not 
clearly understood and often appear to be complex. 
However, certain obvious factors, including stasis, 
infection and metabolic abnormalities, are fre- 
quently associated with the condition, and it is of 
interest to relate them to this unusual location for 
calculus formation. 
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Stasis can certainly be considered as a factor in 
the formation of the calculus in this case when one 
considers the slow continuous trickle of urine 
through the fistula and the vagina as compared to 
the intermittent forceful ejection of urine from the 
bladder and through the urethra. The absence of 
calculi elsewhere in the urinary tract points to the 
importance of local mechanical factors at the site 
of stone formation in the fistula. 


The presence of infection was indicated by the 
presence of pus cells on the several occasions when 
the urine was examined, and by the growth of Pseu- 
domonas aeruginosa and E. coli on the one occasion 
when a culture of the urine was made. The predom- 
inantly alkaline reaction of the urine in this case may 
be attributed to the pseudomonas infection, since 
these bacteria are considered to be urea-splitting or- 
ganisms which change the normally acid condition of 
the urine.” Alkaline urine is inclined to cause phos- 
phate stones, and phosphatic deposits are known to 
quickly coat catheters left in the bladder if the 
urine is alkaline. Since the deposition of material 
forming the calculus in this case occurred princi- 
pally in the vagina, the subject of vaginal pH should 
be considered. Unfortunately, no observations in 
this regard were made in the present case. However, 
it is well known that the normal vaginal reaction is 
acid, with a pH of 4 and 5, although it is said that 
bacterial reaction may raise it to the neutral point 
of 7.4 This change to a neutral reaction is most 
likely to occur after the menopause, and the patient 
in the present case was postmenopausal. This 
change is explained by the lack of estrogen, which 
leads to a glycogen deficiency in the vaginal epithe- 
lium, which in turn results in a lack of normal lactic 
acid protection. In this case it would seem reasonable 
to suppose that the pH of the vagina was probably 
near neutral and did not significantly affect the 
alkaline reaction of the urine which leaked steadily 
through it. 

Calculus formation may be associated with en- 
docrine and metabolic disorders. It is well known 
that hyperparathyroidism with its hypercalcemia 
and resultant increased calcium excretion may pro- 
duce urinary calculi. It appears contradictory that 
in this case, with definite hypocalcemia and pre- 
sumably subnormal urinary calcium excretion, a 
heavily calcified stone should develop. The hypo- 
thyroidism which was also present makes the devel- 
opment of a calcified stone even more unlikely, 
inasmuch as this condition tends to decrease cal- 
cium mobilization and excretion. (In untreated 
myxedema diminished urinary calcium excretion 
has been clearly demonstrated.’) Still another fac- 
tor which would favor subnormal urinary calcium 
excretion is the presence of chronic diarrhea, which 
may interfere with normal absorption of calcium 
from the bowel and also accelerates excretion 
through the bowel. Since the age of the vaginal 
calculus in the present case is unknown and it is 
possible that it could have been forming for several 
years, it may be that the calcium deposition in the 
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calculus occurred before any of these hypocal- 
cinuric factors were active. 

Inasmuch as the vaginal calculus extended 
through the fistula and a short distance into the 
bladder, where the expanded neck had formed a 
rather secure anchor, it was in part also a bladder 
calculus. Bladder calculus is generally considered 
to be almost exclusively a disease of males, and 
when it does rarely occur in women the calculus 
either forms about a foreign body or in a vesical 
diverticulum. Crenshaw,’ in reporting upon a series 
of 606 patients with bladder stone, noted that 4.78 
per cent were women. Joly® listed three large series 
of cases of vesical stone, gathered from various 
parts of the world, in which only 2 per cent or less 
occurred in females. Only one specific reference to 
vesical stone formation due to vesicovaginal fistula 
was mentioned. However, these series were collected 
in areas or at a time when pelvic operations were 
relatively infrequent. (Most such fistulae develop 
as a complication of hysterectomy.) Belt’ said that 
in his experience in dealing with vesicovaginal 
fistula, stone in the bladder is common and calci- 
fication frequently is found coating the bladder 
wall. He attributed the frequency of calcification to 
the presence of air in the bladder, which frequently 
enters through the fistula when the patient lies down 
and relaxes. Air is thought to help in the precipita- 
tion of the urinary constituents which produce 
calculi. Maxson® observed a case in which many 
wire sutures protruding from the vaginal wall at 
the site of unsuccessful repair of a urinary fistula 
became coated with calcareous material. However, 
the occurrence of a large, discrete, urinary stone 
forming primarily in the vagina, as in the case here 
reported, appears to be unique. Most women would 
probably not tolerate the chronic irritation of a 
slowly developing calcareous mass in the vagina, 
and it is amazing that the patient in the present 
case was totally unaware of its presence. 


SUMMARY 


A case of urinary calculus formation in the vagina 
in association with a vesicovaginal fistula is re- 
ported. No previous instances of occurrence could 
be found in the literature. The composition and 
manner of formation of the calculus are considered. 

219 Cajon Street, Redlands. 
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Disseminated Coccidioidomycosis 


Combined Estrogen-Androgen-Trypsin Therapy 


CHARLES L. HOFFMAN, M.D., San Anselmo, and 
ALEXANDER A. DOERNER, M.D., San Francisco 


DISSEMINATED COCCIDIOIDOMYCOSIS has long been 
known as a disease with a very high proportion of 
fatal cases. Before the identification of the mild 
acute form of the disease, it was thought that almost 
all cases terminated fatally. Pronounced suscepti- 
bility to dissemination in the colored races is well 
documented. According to Jillson,* in Caucasians 
dissemination occurs in one of 500 of the acute 
cases; in Mexicans, in one of 145; in Negroes, in 
one of 36; and in Filipinos, in one of three. 
Although data reported by various observers as to 
recovery from disseminated coccidioidomycosis are 
not in full agreement, the rates reported are around 
ten per cent. 

Attempts to arrive at specific therapy have been 
disappointing. Results with stilbamidine and its 
derivatives have been reported enthusiastically in a 
few instances, but no wide success with them has 
been noted. Ethyl vanillate appeared valuable in a 
few cases,! but it is difficult to control and the mar- 
gin of safety is narrow. 

The use of sex hormone steroids was suggested 
by Reiss® after he carried out studies in vitro show- 
ing that diethylstilbestrol and some other estrogens 
were effectively fungistatic and genestatic against 
several pathogenic fungi. Diethylstilbestrol treat- 
ment alone was used unsuccessfully in two reported 
cases,® but methyltestosterone was successfully com- 
bined with sulfa drugs in one case of disseminated 
coccidioidomycosis.° 

Reported herein is a case of disseminated coc- 
cidioidomycosis with monoarticular involvement, in 
which prolonged combined estrogen-androgen ther- 
apy was used. Clinical remission and healing of the 
involved joint occurred and was maintained. 


REPORT OF A CASE 


A 46-year-old Filipino-American shipyard worker 
injured his right knee on October 1, 1953, when he 
fell into a winch. A week later, the knee began to 
swell and became tender and painful. Aspiration, 
immobilization and physical therapy were given to 
the patient both in and out of the hospital with little 
success from October 20, 1953, to February 5, 1954, 
at which time he was readmitted for further study. 

Upon physical examination it was noted that the 
right knee was warm, erythematous, tender, fluctuant 
and painful on motion. The body weight was 127 
pounds. The patient said his normal weight was 145 
pounds. 

Moderate anemia, slight leukocytosis, and accel- 
erated sedimentation rate were noted on admission. 
No abnormalities were noted in x-ray films of the 
chest and of bones. Results of blood chemical deter- 
minations and urinalysis were normal. There was 
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positive reaction to a skin test with coccidioidin 
in dilution of 1:100. When a preliminary report 
of biopsies of synovia indicated tuberculous arth- 
ritis, antituberculosis treatment was started. Further 
study of specimens, as well as growth of coccidioides 
from the cultures of synovial fluid, confirmed the 
true diagnosis. Confirmation of dissemination was 
obtained through persistently positive precipitin 
and complement fixation tests—four plus in 1:64 
dilution. 


Prior to the confirmation of this diagnosis in 
May of 1954, the patient was treated with general 
supportive measures, various antibiotics and general 
rest with immobilization of the joint for three 
months. During this period the patient was febrile 
and his condition deteriorated. Chloroquine was 
given orally from May 27, 1954, to June 25, 1954, 
in dosage ranging from 2.0 gm. per day initially to 
0.625 gm. per day. The dosage was decreased and the 
drug eventually was discontinued because of persist- 
ent nausea. On the latter date intramuscular admin- 
istration of trypsin was started with 2.5 mg. three 
times a day. The dose was increased gradually to 
5.0 mg. three times a day, then tapered gradually to 
a maintenance dose of 2.5 mg. twice a week. The 
previous months of illness, biopsy, incision and 
drainage of the involved knee had left multiple 
sinuses draining thick, foul material. During the 
chloroquine therapy the material draining from the 
sinuses decreased in amount, and during the trypsin 
therapy it changed to a thinner, more serous fluid. 
On July 6, 1954, testosterone cyclopentopropionate, 
200 mg. intramuscularly twice a week, was started. 
On July 13 ethinyl estradiol by mouth, 0.02 mg., 
three times a day, was added. These were continued 
with maintenance trypsin therapy until September 
20, when ethinyl estradiol and trypsin were discon- 
tinued. Testosterone was continued through Novem- 
ber 15, when the patient was discharged to out- 
patient status. During the period of treatment there 
was a steady increase in body weight, decrease in 
leukocytosis, decrease in sedimentation rate, increase 
in hemoglobin and hematocrit, complete closure of 
the wounds about the knee, and dramatic restoration 
of general well-being. The patient was gradually 
brought from bedfast status, to wheelchair, then to 
crutches, and was discharged with a straight-leg, 
ischial weight-bearing brace. Progress was still 
being maintained with the patient on outpatient 
status and receiving only nutritional support at the 
time of this report. Serial determinations of comple- 
ment fixation remained positive (four plus) in the 
1:64 dilution. 


COMMENT 


The various agents used in this case were chosen 
for several reasons. Chloroquine was used on the 
strength of the previous encouraging reports on use 
of the drug in deep mycotic invasion,’ but it was 
discontinued because of nausea. In retrospect, the 
recovery of the patient seemed to start just before 
chloroquine was discontinued. A longer trial of the 
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drug in subsequent cases would seem indicated. 
Parenteral administration of trypsin was carried 
out on the supposition that it might decrease the 
viscosity of the infected material and thus promote 
drainage and also allow the therapeutic agents to 
penetrate into the involved tissue. The estrogen- 
androgen combination was used for the fungistatic 
effect®»** as well as for the anabolic properties 
those hormones possess. 

Although no conclusion is drawn from this one 
case, it is felt therapy of this type deserves further 
consideration in the treatment of coccidioidomycosis 
and other deep mycotic diseases. 


SUMMARY 


In a case of disseminated coccidioidomycosis 
with monoarticular involvement, full remission of 
symptoms and signs of local and widespread involve- 
ment occurred coincident with combined estrogen- 
androgen-trypsin therapy. 


U._S. Public Health Service Hospital, 15th Avenue and Lake Street, 
San Francisco 18 ( rner). 


895 Sir Francis Drake Boulevard, San Anselmo (Hoffman) . 


Anaphylactoid Reaction to Intramuscular 
Tetracycline Hydrochloride 


Report of a Case 
ARTHUR SAKAMOTO, M.D., South Laguna 


So FAR AS COULD be determined, there had been, 
until the present case, no reports of reactions of a 
major type to intramuscular tetracycline hydro- 
chloride. 

A 43-year-old gardener was first observed May 
10, 1955, with swelling of the left cheek that had 
begun about seven days previously, following a bite 
by an insect (possibly a spider, the patient thought) . 
The swelling increased gradually, the patient said, 
and he had applied hot soaks once or twice. 

Upon examination a swelling on the left cheek—a 
firm lump about two inches in diameter lying be- 
neath the subcutaneous tissue and anterior to the 
parotid gland—was noted. Surrounding it was an 
erythematous area about three inches in diameter. 
The swollen area was only moderately tender. On 
close inspection a small area of grayish skin with a 
punctate depression in the center was noted. Lymph 
nodes both anterior and posterior to the lobe of the 
ear were considerably enlarged, and less so down 
the anterior cervical chain. The enlarged nodes were 
slightly tender. 

A year previously the patient had received injec- 
tions of procaine penicillin and streptomycin and 
had been given erythromycin, penicillin (Bicillin®) 
and sulfonamides by mouth for a severe upper respir- 
atory tract infection, without reaction. 

A diagnosis of insect bite with secondary infection 
was made. The probability of Staphylococcus in- 
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vasion secondary to the mild skin necrosis was con- 
sidered and 100 mg. of tetracycline hydrochloride 
mixed with distilled water was injected into the 
gluteal muscle after the usual attempt at aspiration 
was made. The patient complained of severe pain 
upon injection, and afterward said that he could 
feel the pain travel throughout his body. He immedi- 
ately felt slightly faint and in less than 20 seconds 
was unconscious. He was placed on an examining 
table. No heart beat could be heard nor pulse felt. 
The breathing was gasping. A blood pressure cuff 
was placed on the patient’s arm, but tonic con- 
vulsion occurred before it could be inflated, and 
clonic convulsion swiftly followed. In a few seconds 
the patient struggled to get off the table, shouting, 
“Let me out of here.” After another few seconds he 
regained consciousness and asked what had hap- 
pened. The blood pressure then was 130/80 mm. of 
mercury. In the next half hour the systolic pressure 
dropped to 110 and the patient complained of in- 
creasing weakness, lethargy and nausea. Epinephrine 
and mephentermine were given subcutaneously and 
the blood pressure rose moderately. Epinephrine was 
given again when the pressure began dropping about 
an hour later. After about three hours from the time 
of injection of tetracycline hydrochloride the patient 
felt strong enough to walk out of the office, severe 
nausea having been relieved meanwhile by moderate 
emesis of the previous meal. 

The next day the patient felt slightly weak but by 
the following day he was able to return to his usual 
occupation as gardener. Later a moderately large 
amount of caseous material drained from the swollen 
area on the cheek, with immediate relief of swelling 
and discomfort. 





A few weeks later a skin test for procaine sensi- 
tivity was performed and an area of induration 8 
mm. in diameter with erythema 10 mm. in diameter 
developed. 

The manufacturers (Pfizer Laboratories) of the 
tetracycline hydrochloride injected into the patient 
in this case examined a remaining portion of the 
material injected, as well as the contents of a vial 
from the same lot, and found no defect. 


DISCUSSION 


There are numerous reported cases of reaction to 
parenteral injection of penicillin. The present report 
of anaphylactoid reaction to the parenteral injection 
of another antibiotic, tetracycline hydrochloride, 
serves to illustrate the possibility of such a reaction 
to practically any parenteral medication, especially 
in the presence of procaine. 


SUMMARY 


A case in which anaphylactoid shock followed in- 
tramuscular injection of tetracycline hydrochloride 
in a procaine-sensitive patient is reported. It is be- 
lieved to be the first report of such reaction to that 
antibiotic. 

31643 Coast Highway, South Laguna. 
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Mumps Meningoencephalitis 


Report of an Unusual Case 


DAVID M. ROZRAN, M.D., Los Angeles 


THE COMPLICATIONS OF MUMPS in childhood are 
few and usually unimportant. In adolescence, how- 
ever, they are occasionally severe. Meningitis is 
not a rare complication, and meningeal symptoms 
occasionally appear before or in the absence of 
parotid swelling, which may make the diagnosis 
obscure or difficult to establish except in the presence 
of confirmatory laboratory data. This complication 
more often occurs during epidemics, and associated 
with it are sudden high fever, headache, nuchal 
rigidity and Kernig’s sign—these symptoms usually 
appearing near the end of the first week. Mental 
changes and delirium may be evident from the onset. 
The spinal fluid is under increased pressure but 
usually clear, with a predominance of lymphocytes 
present and a normal sugar content. Most patients 
recover spontaneously and death is rare. Symptoms 
may be relieved by lumbar puncture. Other treat- 
ment is symptomatic. 


From the Service of Dr. A. G. Bower, Chief Physician, Com- 
municable Disease Unit, Los Angeles County General Hospital, Los 
Angeles 33. 
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REPORT OF A CASE 


The patient, a white boy 15 years of age, was 
admitted to the Communicable Disease Unit of the 
Los Angeles County General Hospital on May 7, 
1952. He had been well until, two days before 
admission, he awoke in the morning with a throb- 
bing frontal headache and a fever of 102° F. orally. 
There was associated bilateral orbital pain and 
vomiting. Neither the neck nor the back was stiff 
and there were no voice changes. The symptoms 
persisted and a physician was consulted. A lumbar 
tap was done. The fluid was clear and it contained 
900 cells per cu. mm.—95 per cent lymphocytes. 
The patient was admitted to the hospital, where he 
rapidly grew worse. The past history was significant 
in that the boy had definitely had varicella and 
measles, but was not sure about mumps. The re- 
maining history was not contributory. 


Upon admittance the patient was observed to be 
uncomfortable but alert, and the oral temperature 
was 102° F. There was questionable redness at the 
openings of Stensen’s ducts and a slight inflam- 
mation of the pharynx. The parotid and cervical 
nodes were not enlarged, and no nuchal, back or 
hamstring spasm was observed. The reflexes includ- 
ing the superficial were all present and physiological. 
The spinal fluid pressure was higher than normal 
and it contained 847 cells per cu. mm.—92 per cent 
lymphocytes. Results of qualitative tests for sugar 
and protein content were within normal limits. 
Leukocytes in the blood numbered 7,400 per cu. 
mm.—64 per cent polymorphonuclear cells. 


The symptoms abated almost immediately follow- 
ing complete bed rest. The temperature was normal 
on the fourth hospital day and there were no com- 
plaints thereafter. Lumbar taps were done repeat- 
edly, revealing pleocytosis in all instances. The fluid 
was always sterile and chemical constituents were 
within normal limits. Exhaustive laboratory diag- 
nostic studies were made and a complement fixation 
test for mumps finally provided the diagnosis. A 
specimen of the patient’s blood had been sent to the 
laboratory at the time of admittance and the report 
of “1:8 for mumps” was subsequently received 
with instructions to repeat the test in approximately 
ten days. On May 19, another specimen was sent 
to the laboratory and this time a report of “1:32— 
positive for mumps” was received. The patient was 
discharged on the twenty-first hospital day. 


COMMENT 


It has been shown, especially by Enders and 
Kane! ? that during an attack of mumps a specific 
antibody appears in the serum which has the capacity 
to fix complement in the presence of an antigen 
derived from the parotid gland of a monkey previ- 
ously inoculated with the virus. This antibody is 
usually demonstrable by the fourteenth day follow- 
ing onset. Therefore, the complement fixation test 
might be of value in differentiating mumps men- 
ingoencephalitis from other forms of acute aseptic 
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meningoencephalitis. As with other serologic meth- 
ods, the results of this test in mumps may be 
regarded as conclusive only when two specimens of 
serum are examined at suitable intervals. The first 
specimen must be taken as soon as possible, since 
the antibody may appear very rapidly after appear- 
ance of symptoms. In many persons the test becomes 
positive five to seven days after onset, and in some 
cases even as early as the first or second day. Nearly 
always by the fourteenth day there will be high anti- 
body titer. The antibody concentration usually be- 
gins to fall after six to eight weeks. 


In addition to that of mumps, a variety of viruses 
(and possibly other agents) may give rise to this 
condition. Viruses known to be capable of causing 
it are those of mumps, herpes simplex, lymphocytic 
choriomeningitis, Western equine encephalitis, Jap- 
anese encephalitis, Russian encephalitis and polio- 
myelitis. Cerebral manifestations of infectious mono- 
nucleosis may also be classified under the term acute 
aseptic meningoencephalitis. 

In spite of frequent involvement of the central 
nervous system, in mumps complete and uneventful 
recovery is the rule. Since fatalities are uncommon, 
investigative histologic study has not been inten- 
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sive. Apparently the fundamental lesion is a peri- 
vascular demyelinization similar to that seen in 
other postinfectious encephalitides. As most cases 
are diagnosed clinically on the basis of a strong 
‘history of exposure to a person with the disease, the 
possibility of exposure should be carefully inves- 
tigated in history-taking. 


SUMMARY 


A case of mumps meningoencephalitis without 
obvious parotid involvement, diagnosed by labora- 
tory methods, is reported. Complement-fixing anti- 
bodies to the virus are found in the majority of 
patients with mumps and the complement fixation 
test is proving a practical method and sometimes, 
as in this case, the only way of diagnosing this 
contagious disease. 

1200 North State Street, Los Angeles 33. 
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The Second Hundred 


Ir, as 1T has been said, “the first hundred years are 
the hardest,” the California Medical Association 
may look forward to a period of greater relaxation 
this year. 

In March the Association will have completed its 
first hundred years of existence and will enter its 
second century of service to the public and the medi- 
cal profession. It is not amiss to draw a few parallels 
between 1856 medicine and 1956 medicine. 

The earliest beginnings of the C.M.A. came about 
from a desire to separate the medical sheep from the 
goats. The unbridled medical schools of the middle 
nineteenth century were turning out so-called doc- 
tors at a rate which was deterred only by the inabil- 
ity of some candidates to pay the proprietary fees 
asked for the granting of diplomas. 

To insure a standard of medical training which 
would assure the public of a reliable measuring 
device, some of the early California physicians got 
together and set up a medical society to which only 
those whose training was deemed adequate could be 
elected. This came about before the State of Cali- 
fornia had taken any action to license physicians 
under suitable standards. 

Out of this early attempt to establish minimum 
standards came an increased zeal for better medi- 
cal education. Medical society members achieved a 
badge of distinction which not only elevated their 
spirits but gave the people something to cleave to 
in evaluating the practitioners of the day. 

From such humble beginnings has grown the sec- 
ond largest state medical association in the country 
today. From the scattered efforts of physicians to 
elevate their own standards, efforts which were fused 
into a statewide organization when facilities for 
communication became better, came a large and 
virile organization which today commands nation- 
wide respect. 

Scientifically, California medicine has kept pace 
with the rest of the nation and the world. It has 
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witnessed the striking advances which have made 
the past century the most important in scientific 
development in the history of the world to date. 

Asepsis, antibiotics, hormones, serums, vaccines— 
each of these fields has been developed during the 
past century. Each has brought its own contribution 
to the medical armamentarium; each has helped 
control or wipe out diseases which formerly were 
fearsome, if not fatal. 

Scarlet fever, diphtheria, measles, whooping 
cough, typhoid, syphilis and tuberculosis have been 
reduced to a control level which represents only a 
fraction of their former devastation. 

At the same time, startling increases in morbidity 
and mortality rates for heart ailments, cancer and 
other conditions give warning that medicine may not 
relax in its constant struggle to stay ahead of human 
suffering. Whether some of these statistical increases 
come about from a true increase in incidence or 
from merely better means of diagnosis and identifi- 
cation is, in some cases, a moot question. However, 
modern diagnosis must be matched by modern ther- 
apy if the pattern of improved disease control is to 
be maintained and extended. 

The fairest measure of medical progress in the 
1856-1956 century may be found in the tables for 


_ average life expectancy. In round figures the average 


has risen from 40 years to 70. 

In medical education, this same period has seen 
California rise from a position where it was totally 
dependent on in-migrating physicians from other 
states to the point where today the state boasts five 
approved medical schools whose graduates are wel- 
comed throughout the country. Despite the aggregate 
size of the graduating classes of these schools, Cali- 
fornia still needs a large annual influx of doctors 
from other states to keep pace with the expanding 
general population. This demand seems to balance 
itself pretty well from year to year; California 
maintains a steady population-physician ratio of 
about 750 to 1. 

Lest today’s physicians assume that all their indi- 
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vidual and collective problems are the result of 
today’s stepped-up pace of living, it should be 
remembered that the forerunner of the C.M.A. nearly 
foundered in 1860 on the rocks of fee schedules. 
The physician members could not agree on standard 
schedules of fees and for a period of several years 
the newly-formed state medical society held no meet- 
ings. When tempers had cooled, meetings were 
resumed but it is apparent that some of the prob- 
lems of one hundred years ago are still with us. 

Today’s physicians will also do well to remember 
that the causes of death of physicians in California 
have undergone a radical change in the past cen- 
tury. History books of the gold-rush period were 
replete with announcements of the deaths of doctors 
who were drowned while fording swollen streams 
on horseback. Another leading cause of physician 
deaths in those days was tuberculosis. Today we 
find heart disease and cancer at the head of the list 
of causes of death among doctors. 

At the C.M.A. Annual Session this year, tribute 
will be paid to the completion of a century of public 
service by California’s physicians. At this point we 
may well look forward to the coming century in the 
hope that it may find the healing of human ailments 
in hands as capable as those which fashioned the 
immense progress of the past century. When this 
eventuates, as it must, medicine will be that much 
closer to its constant goal of complete control over 
human suffering. 


Blue and Golden Opportunity 


AN EVENT that cannot but have great bearing on the 
direction of medical education in California, and 
strong influence ultimately on the practice of medi- 
cine here, was the appointment last month of a new 
dean of the University of California School of Medi- 
cine, San Francisco, and of an executive officer 
whose function is to be the statewide administration 
of all the university’s teaching, research and service 
programs in the health sciences. 

Dr. J. B. deC. M. Saunders, the new dean of the 
U. C. Medical School in San Francisco, and Mr. 
Richard J. Stull, vice-president-Medical Sciences of 
the state university, are presented with bright oppor- 
tunities to serve the present and to shape the future. 
Both take over their duties at a time when the medi- 
cal facilities they are to administer are malleable. 
The recently established medical school of the Uni- 
versity of California at Los Angeles, which is within 
the purview of Mr. Stull’s responsibilities, is in its 
beginning phase and subject to administrative shap- 
ing; the San Francisco school and the medical facili- 
ties that are a part of it, although long established, 
are so swiftly expanding that both appointees have, 
there, the opportunities and obligations that go with 
growth. 
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LETTERS to the Editor 


November 28, 1955 


Editor, CALIFORNIA MEDICINE 


Recently, there appeared in your journal some 
criticism of the manner in which newspapers and 
other lay media handled the announcement of the 
Salk polio vaccine. 


In general, the tenor of the criticism was that the 
news was overplayed or exaggerated. 

On behalf of the National Association of Science 
Writers, I should like to call attention to the follow- 


ing quotations which attended the announcement 
of the 1954 field-trial results: 


From the official news release approved by Dr. 
Thomas Francis, Jr., of the University of Michigan 
Poliomyelitis Vaccine Evaluation Center: “The 
vaccine works. It is safe, effective, and potent. . . . 
There can be no doubt now that children can be 
inoculated successfully against polio. There can be 
no doubt that humanity can pull itself up by its own 
bootstraps and protect its children from the insidi- 
ous invasions of ultra-microscopic disease.” 

From Dr. William G. Workman, director, Labora- 
tory of Biologics Control, National Institutes of 
Health: “It is not too much to say that we have 
reached today an important milestone in the con- 
quest of poliomyelitis. ... We can go forward with 
confidence that a major victory has been won in the 
conquest of poliomyelitis.” 

From Dr. Alan Gregg, vice-president, Rocke- 
feller Foundation: “We can all count ourselves 
privileged today to be reverently happy witnesses 
of a great step forward in the control of infantile 
paralysis.” 

From Dr. David Bodian, associate professor of 
epidemiology, Johns Hopkins University: “The 
field trial has clearly proved that there is now a way 
to prevent paralytic poliomyelitis . . .” 

Months later, at the annual session of the Ameri- 
can Medical Association in Atlantic City, the 
A.M.A.’s House of Delegates unanimously voted a 
resolution citing Dr. Jonas E. Salk for his “monu- 
mental contribution to medical science.” 

Now, then, when men of science shout the news 
from the rooftops in such superlatives are we who 
write about science expected to retire to the base- 
ment and speak in mere whispers? 


JoHN TROAN, 
Chairman, Committee on Information, 
National Association of Science Writers. 


5 Longview Road, Port Washington, N. Y. 
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Council Meeting Minutes 


Tentative Draft: Minutes of the 415th Meeting of 
the Council, Ambassador Hotel, Los Angeles, 
November 12, 1955. 

The meeting was called to order by Chairman 

Lum in the Frenchette Room, Ambassador Hotel, 


Los Angeles, on Saturday, November 12, 1955, at 
9:30 a.m. 


Roll Call: 


Present were President Shipman, President-Elect 
Charnock, Speaker Doyle, Vice-Speaker Foster, 
Secretary Daniels, Councilors Lum, Heron, West, 
Wheeler, Loos, Wadsworth, Harrington, McPhar- 
lin, Sherman, Bostick, Teall, Kirchner, Varden, 
Carey and Rosenow. 

Absent for cause, Editor Wilbur and Councilors 
Pearman and Reynolds. 

A quorum present and acting. 

Present by invitation during all or a part of the 
meeting were Messrs. Hunton, Clancy, Thomas and 
Gillette of C.M.A. staff; legal counsel Hassard; 
Messrs. Ben H. Read and Eugene Salisbury of the 
Public Health League of California; Drs. A. E. 
Larsen and William Gardinier and Messrs. K. L. 
Hamman, Paolini and Walberg of California Physi- 
cians’ Service; county society executive secretaries 
Scheuber of Alameda-Contra Costa, Geisert of 
Kern, Bannister of Orange, Foster of Sacramento, 
Nute of San Diego, Neick of San Francisco, Thomp- 
son of San Joaquin and Edgar Colvin, assistant 
executive secretary of Santa Clara; Fred O. Field, 
legal counsel for Los Angeles County Medical Asso- 
ciation; Drs. A. A. Morrison, J. Lafe Ludwig, 
Thomas LeValley, John DeMint, Joseph F. Sadusk, 
Wilbur Bailey, J. Norman O'Neill and Clarence D. 
Newel; Mr. Rollen Waterson. 


1. Minutes for Approval: 


(a) On motion duly made and seconded, minutes 
of the 414th meeting of the Council, held August 
28, 1955, were approved. 
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(b) On motion duly made and seconded, min- 
utes of the 252nd meeting of the Executive Com- 
mittee, held September 14, 1955, were approved. 


2. Appointment of Councilor: 


Chairman Lum announced that the Delegates 
from the Sixth Councilor District had selected Dr. 
Donald C. Harrington of Stockton as their nominee 
for appointment as Councilor from that district, to 
succeed the late Henry A. Randel and to serve until 
the 1956 Annual Session. On motion duly made and 
seconded, Dr. Harrington was unanimously ap- 
pointed to this position and was welcomed to the 
Council by the Chairman and the members. 


3. Membership: 


(a) A report of membership as of November 9, 
1955, was received and ordered filed. 

(b) On motion duly made and seconded, 94 
delinquent members whose dues had been received 
since September 14, 1955, were voted reinstate- 
ment. 

(c) On motion duly made and seconded in each 
instance, two applicants were voted Retired Mem- 
bership. These were: Louise G. Frary, Alameda- 
Contra Costa, Ezra S. Fish, Los Angeles. 

(d) On motion duly made and seconded in each 
instance, dues reductions were voted for 21 appli- 
cants for reasons of postgraduate study or pro- 
longed illness. 


SIDNEY J. SHIPMAN, M.D. . 
DONALD A. CHARNOCK, M.D. 
JAMES C. DOYLE, M.D. . 
PAUL D. FOSTER, M.D. 
DONALD D. LUM, M.D. . 
ALBERT C. DANIELS, M.D. . . Secretary-Treasurer 
IVAN C. HERON, M.D. Chairman, Executive Committee 
DWIGHT L. WILBUR, M.D. . : Editor 
JOHN HUNTON . Executive Secretary 
General Office, 450 Sutter Street, San Francisco 8 
ED CLANCY . . .  .« Director of Public Relations 
Southern California Office: 
417 South Hill Street, Los Angeles 13 * Phone MAdison 6-0683 


. President 
President-Elect 

. Speaker 

. Vice-Speaker 
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(e) On motion duly made and seconded in each 
instance, 21 applicants were voted Associate Mem- 
bership. These were: Sterling S. Cook, E. E. 
Palmquist, Alameda-Contra Costa; John O. Beatty, 
James F. Cummins, Paul H. Jordan, Jr., Helen 
Mackler, Don B. McAffee, Rita H. Palmer, Samuel 
I. Rapaport, Ralph M. Sher, Eugene S. Shreyer, 
Patrick A. T. Tripe, Los Angeles; John N. Fogel, 
San Diego; Ben B. Johnson, Irene M. Regello, San 
Francisco; Arthur M. Hanson, Cletus L. Krag, 
W. C. McWilliams, San Joaquin; Gordon A. Ab- 
bott, Saul Ruby, Santa Clara; Hermann K. Sachs, 
Tulare. 


4. Financial: 

(a) A report of bank balances as of November 
9, 1955, was received and ordered filed. 

(b) A report of income and expenditures for 
October and for the four months ended October 31, 
1955, was received and ordered filed. 

(c) On motion duly made and seconded, it was 
voted to appropriate $25,000 before the close of the 
calendar year to the American Medical Education 
Foundation. It was noted that more than a three- 
fourths vote was affirmative. It was pointed out that 
the Association had contributed funds to the 
A.M.E.F. in 1954 and had voted an increase in 
dues to provide another contribution in 1956; the 
appropriation voted here will fill the 1955 gap 
between these two contributions. 

5. Legislation: 

Dr. J. Lafe Ludwig, member of the Committee 
on Legislation, and Messrs. Ben H. Read and 
Eugene Salisbury reported on recent legislative 
developments, current interim committees and the 
importance of several special elections scheduled in 
the state. 

The question of graduates of foreign medical 
schools serving as interns in California hospitals 
was discussed and it was agreed to ask the Com- 
mittee on Medical Education and Hospitals to study 
this matter and report back. 


6. State Department of Public Health: 


Dr. John DeMint of the State Department of 
Public Health reported that there had been 43 per 
cent fewer cases of poliomyelitis, nationally, in 1955 
than in 1954. In California the seasonal total is 
1,463 cases, with 30 deaths, compared with 3,678 
and 86, respectively, in 1954. Doctor DeMint also 
answered numerous questions relative to polio- 
myelitis and other diseases reported to the depart- 
ment. 


7. California Physicians’ Service: 
Mr. K. L. Hamman, executive director, reported 


that the C.P.S. membership as of October 31 totaled 
728,324, a continued gain, and that professional 
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membership was also gaining. In regard to indem- 
nity insurance available under C.P.S., he reported 
that policies had been approved by the Insurance 
Commissioner but that only San Francisco and Los 
Angeles Counties had to date requested that such 
policies be sold in their areas. 


8. Medical Review and Advisory Board: 


Dr. Joseph F. Sadusk, chairman, reported on a 
meeting the preceding day of the Medical Review 
and Advisory Board, at which time several changes 
in the wording of the proposed principles to apply 
to professional liability insurance policies were 
approved. These were outlined and, on motion duly 
made and seconded, were voted approval by the 
Council. 


9. Commission on Medical Education: 


(a) Dr. Clarence D. Newel of Fresno, proprietor 
of the Valley Blood Bank, appeared by invitation 
and criticized the establishment of the Central 
California Blood Bank as a nonprofit organization 
in that area. He stated that the price offered him for 
his facilities represented a 45 per cent depreciation 
for his real estate. 

Drs. Shipman and Rosenow and Mr. Hunton 
discussed blood banking in further detail and atten- 
tion was called to the need for more frequent meet- 
ings of some of the important committees serving 
under this and other Commissions. 

(b) Mr. Hunton reported that space adjoining 
the Association office was expected to be available 
soon and that the Cancer Commission had expressed 
a desire to occupy such space. 

(c) Secretary Daniels reported on the Gov- 
ernor’s Conference on Education and on the Con- 
ference on Physicians and Schools sponsored by 
the American Medical Association and attended 
by Dr. Daniels and Mr. Thomas. He also outlined 
a series of regional conferences of Physicians and 
Schools planned by the Association for the coming 
months. 

(d) Dr. Rosenow reported on a meeting held 
with representatives of the Association of District 
Hospital Directors and of the California Hospital 
Association and suggested that further meetings of 
this type should be handled by the Committee on 
Legislation as falling more clearly within the scope 
of that committee. This was agreed. 

(e) Dr. Rosenow reported that the Committee 
on Postgraduate Activities wished to continue its 
present policy of accepting only individual registra- 
tions for postgraduate institutes, rather than ac- 
cepting blanket reservations offered by some county 
medical societies. It was agreed that the suggested 
policy be followed. 

Also in the field of postgraduate training, it was 
regularly moved, seconded and voted to permit the 
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medical schools to make mailings to Association 
members in furtherance of their postgraduate 
courses. 

(f) On motion duly made and seconded, it was 
voted to urge all Commission chairmen to activate 
their subcommittees and encourage their work on 
their especial projects. 


10. Commission on Public Health and Public 
Agencies: 

(a) Dr. West reported on a decision which is 
pending on the acceptability of practitioners other 
than Doctors of Medicine as specialists eligible to 
treat crippled children’s cases. He also reported 
that a Rural Health Conference would be con- 
ducted in January and called attention to the Octo- 
ber issue of CALIFORNIA MEDICINE, which was 
devoted exclusively to medical problems of Civil 
Defense. 


11. Commission on Medical Services: 

Dr. Carey, Chairman of the Commission on 
Medical Services, reported that a relative value fee 
study had been tabulated and copies sent to the 
county societies for their comments. A further 
report is to be made on this subject. 


Dr. Carey also reported that no additional prog- 
ress was to be reported at this time on the program 
for medical care of the indigent. 

Relative to a resolution brought before the House 
of Delegates on the subject of deductible health 
insurance, Dr. Carey stated he would have the 
author of the resolution at the next Council meeting 
for a discussion of this subject. 


12. Legal Department: 


Mr. Hassard reported on a communication from 
the State Director of Public Health asking support 
for his stand in insisting on adequate training for 
office assistants in routine laboratory techniques. 
It was agreed to assure Dr. Merrill of support. 


13. California Medicine: 

(a) A set of regulations for advertising to be 
accepted in CALIFORNIA MEDICINE was presented in 
behalf of the Advertising Committee and, on motion 
duly made and seconded, was approved. 

(b) A request from the Advertising Committee 
for clarification of the question of acceptability of 
advertising of alcoholic beverages was discussed 
and it was regularly moved, seconded and voted 
that alcoholic beverage advertising be not accepted. 


14. Public Relations: 


Mr. Clancy reported on the activities of the public 
relations department and suggested the formation 
of a committee to consider methods of publicizing 
the Association’s centennial anniversary, to be 
celebrated at the 1956 Annual Session. 
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15. Medical Executives Conference: 


Mr. Hunton reported the vote of the Medical 
Executives Conference, asking that Mr. Clark Don- 
myer, executive secretary of the San Bernardino 
County Medical Society, be appointed a member of 
the conference. On motion duly made and seconded, 
this appointment was voted. 


Mr. Hunton also reported on the discussion by 
the conference on the proposal that the Association 
develop an exhibit suitable for display at county 
fairs. It was the consensus of the meeting that such 
an exhibit should not be constructed because of the 
difficulty of covering the localized interests of the 
various societies. 


16. Medical Assistants: 


A request for appointment of an advisory com- 
mittee to meet with organizations of medical 
assistants was discussed and it was regularly moved, 
seconded and voted to refer this request to the 
Executive Committee. 


17. State Department of Education: 


It was regularly moved, seconded and voted to 
refer to the Executive Committee a request from the 
State Department of Education for appointment of 
members of an advisory committee on public school 


health. 


18. Woman’s Auxiliary: 


(a) It was regularly moved, seconded and voted, 
by three-fourths vote, to increase the annual appro- 
priation from $4,000 to $5,000 for publication of a 
journal for the Woman’s Auxiliary. 

(b) It was regularly moved, seconded and voted 
to accept the return of the sum of $500 which was 
appropriated to the Woman’s Auxiliary for pur- 
poses of the 1954 Annual Session and not used for 
that purpose. 


19. Secretarial Conference: 


On motion duly made and seconded, it was voted 
to invite to the 1956 Secretarial Conference the 
presidents, secretaries and public relations chair- 
men of the county medical societies. 


20. Los Angeles Cavalcade of Health: 


On motion duly made and seconded, it was voted 
that the Association participate in the Los Angeles 
Cavalcade of Health, sponsored by the Los Angeles 
County Medical Association, the Executive Com- 
mittee to appropriate such funds as might be needed. 


21. State Board of Medical Examiners: 

Dr. Doyle reported on a meeting held to discuss 
the appropriation of surplus funds of the State 
Board of Medical Examiners, which by law are 
designated for specific purposes. Further report is 
to be made on this subject. 


CALIFORNIA MEDICINE 





22. Committee on Insurance: 


Dr. Kirchner reported that Lumberman’s Mutual 
Insurance Co., underwriters of the Association’s 
group disability insurance program, had agreed to 
an additional form of coverage, to provide for a six 
months’ waiting period. The underwriter is consid- 
ering the extension of benefits under the existing 
policies but wishes more experience before agreeing 
to such extensions. 

Dr. Kirchner also reported that an additional 
form of group coverage, to provide funds for the 
payment of office overhead during periods of dis- 
ability, had been presented to the committee and 
was under study. 


Executive Committee Minutes | 


Tentative Draft: Minutes of the 253rd Meeting of 
the Executive Committee, Ambassador Hotel, 
Los Angeles, November 12, 1955. 


The meeting was called to order by Chairman 
Heron in the Frenchette Room, Hotel Ambassador, 
Los Angeles, at 6:05 p.m. on Saturday, November 
12, 1955. 


Roll Call: 


Present were President Shipman, President- 
Elect Charnock, Council Chairman Lum, Auditing 
Committee Chairman Heron, Speaker Doyle and 
Secretary Daniels. 


A quorum present and acting. 


Present by invitation were John Hunton, execu- 
tive secretary; Howard Hassard, legal counsel; Mr. 


Rollen Waterson; Dr. Edward C. Rosenow, Jr. 
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23. Medical Electronics: 


Dr. Daniels presented a request from the Pro- 
fessional Group on Medical Electronics, asking the 
Association’s approval of the organization. On 
motion duly made and seconded, it was voted that, 
in line with regular policy, no approval or disap- 
proval of this organization be expressed but that 
the Association offer its cooperation. 


Adjournment: 


There being no further business to come before 
it, the meeting was adjourned at 6 p.m. 


DonaLp D. Lum, M.D., Chairman 
ALBERT C. DanieE.s, M.D., Secretary 


1. Committee on Postgraduate Activities: 

(a) On motion duly made and seconded, it was 
voted that all mailings to the membership to be 
made by this and other committees should be made 
on the Association’s official mailing list. 

(b) On motion duly made and seconded, it was 
voted that all statements for goods and services 
purchased by this and other committees shall, so far 
as it is possible, be billed to and paid by the Asso- 
ciation’s central office. 

2. Rollen Waterson Associates: 

Mr. Waterson presented his proposed budgets 
for November and December and, on motion duly 
made and seconded, they were approved. 
Adjournment: 

There being no further business to come before 
it, the meeting was adjourned at 6:15 p.m. 

Ivan C. Heron, M.D., Chairman 
ABert C. Dantes, M.D., Secretary 





APPLICATION 
FOR HOUSING 


ACCOMMODATIONS 
FOR YOUR CONVENIENCE in mak- 


ing hotel reservations for the coming 
meeting of the California Medical 
Association, April 29—-May 2, 1956, 
Los Angeles, hotels and their rates are 
at the right. Use the form at the bot- 
tom of this page, indicating your first 
and second choice. Because of the lim- 
ited number of single rooms available, 
you will stand a much better chance 
of securing accommodations of your 
choice if your request calls for rooms to 
be occupied by two or more persons. 
All requests for reservations must 
give definite date and hour of 
arrival as well as definite date 
and approximate hour of depar- 
ture; also names and addresses of 
all occupants of hotel rooms must 
be included. 


ALL RESERVATIONS MUST BE 
RECEIVED BEFORE: APRIL 1, 1956 


CALIFORNIA MEDICAL ASSOCIATION 
450 Sutter Stree-—Room 2000 
San Francisco 8, California 


Eighty-fifth Annual Session 
CALIFORNIA MEDICAL ASSOCIATION 


Los Angeles, California 
APRIL 29—MAY 2, 1956 


HOTEL ROOM RATES * 


AMBASSADOR HOTEL Twin Beds Suites 


3400 Wilshire Boulevard 


Main Building ...................... 
Garden Studios 


Single Double 


12.00-20.00 28.00-36.00 


15.00-21.00 22.00-26.00 38.00-48.00 


CHAPMAN PARK HOTEL 


3405 Wilshire Boulevard 20.00-25.00 


THE GAYLORD HOTEL 


3355 Wilshire Boulevard 7.00-9.00 9.50-11.50 9.50-11.00 22.00-27.00 


HOTEL CHANCELLOR 


3191 West Seventh Street ...... 6.00-8.00 9.00-10.00 10.00-12.00 17.00-22.00 


MAYAN HOTEL 


3049 West Eighth Street .......... 4.50-6.00  5.00-7.00 7.50-10.00 


*The above quoted rates are existing rates but are subject to any change which may be 
made in the future. 


Please reserve the following accommodations for the 85th Annual Session of the California Medical Association, in Los Angeles, 


April 29-May 2, 1956. 
Single Room $.... 
Small Suite $ 

First Choice Hotel... 


ARRIVING AT HOTEL (date)................... i tcsteed 


Leaving (date) 


Double Bedded Room $.... 
Large Suite $............ sui 
Second Choice Hotel................ 
eee Hour:...............AsmM. 


Twin Bedded Room $.. 
Other Type of Room $.... 


. ues reservations will be held until 


....P.M. (6:00 P.M., unless otherwise notified 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or 
twin bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the 


rooms asked for: 


Individual Requesting Reservations—Please print or type 
Name............ 


Address City and State. 
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In Memoriam 


Cooper, Burpee. Died in Eureka, November 7, 1955, aged 
72, of nephritis. Graduate of the University of Arkansas 
School of Medicine, Little Rock, 1912. Licensed in California 
in 1925. Doctor Cooper was a member of the Humboldt 
County Medical Society. 


+ 


Davitt, G. Guiass. Died in Los Angeles, November 28, 
1955, aged 77, of heart disease. Graduate of Yale University 
School of Medicine, New Haven, Connecticut, 1913. Licensed 
in California in 1921. Doctor Davitt was a member of the 
Los Angeles County Medical Association, a life member of 
the California Medical Association, and a member of the 
American Medical Association, 


+ 


Fietp, A. Marton. Died in Hayward, November 29, 1955, 
aged 95, of renal failure due to cardio-renal disease, with 
pneumonia. Graduate of the California Eclectic Medical Col- 
lege, Los Angeles, 1896. Licensed in California in 1896. Doc- 
tor Field was a member of the Alameda-Contra Costa Medical 
Association, a life member of the California Medical Asso- 
ciation, and a member of the American Medical Association. 


+ 


GarneETT, ALCERNON S. Died in Fredericksburg, Virginia, 
October 30, 1955, aged 70, of heart disease. Graduate of 
George Washington University School of Medicine, Wash- 
ington, D. C., 1908. Licensed in California in 1923. Doctor 
Garnett was a retired member of the San Bernardino County 
Medical Society, the California Medical Association, and an 
associate member of the American Medical Association. 


+ 


KLoeppPEL, CHESTER S. Died in Los Angeles, November 25, 
1955, aged 61. Graduate of Wayne University College of 
Medicine, Detroit, Michigan, 1917. Licensed in California in 
1944. Doctor Kloeppel was a member of the Los Angeles 
County Medical Association. 


+ 


LAUBERSHEIMER, GEORGE AsHBY. Died in Los Angeles, 
November 13, 1955, aged 78, of malignant disease, Graduate 
of the University of Southern California School of Medicine, 
Los Angeles, 1900. Licensed in California in 1901. Doctor 
Laubersheimer was a retired member of the Los Angeles 
County Medical Association, the California Medical Asso- 
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ciation, and an associate member of the American Medical 
Association. 


% 


Morris, SAMuEL A. Died in Los Angeles, December 3, 
1955, aged 51, of heart disease. Graduate of McGill Uni- 
versity Faculty of Medicine, Montreal, Quebec, Canada, 1929. 
Licensed in California in 1937. Doctor Morris was a member 
of the Los Angeles County Medical Association. 


+ 


ParKER, ASHLEY STEPHENS. Died in Merced, November 
21, 1955, aged 84. Graduate of Tulane University of Louisiana 
School of Medicine, New Orleans, 1893. Licensed in Cali- 
fornia in 1893. Doctor Morris was a member of the Merced 
County Medical Society, a life member of the California 
Medical Association, and a member of the American Medical 
Association. 


+ 


Recan, Louts J. Died in Santa Monica, December 3, 1955, 
aged 63, of heart disease. Graduate of George Washington 
University School of Medicine, Washington, D. C., 1913. 
Licensed in California in 1922. Doctor Regan was a member 
of the Los Angeles County Medical Association. 


+ 


Rinewart, JAMeEs FLEEcE. Died in San Mateo, November 
30, 1955, aged 54, of heart disease, Graduate of the Uni- 
versity of California Medical School, Berkeley-San Francisco, 
1927. Licensed in California in 1927, Doctor Rinehart was a 
member of the San Francisco Medical Society. 


+ 


SMALLWoop, WALTER Cuar.es. Died in Long Beach, Oc- 
tober 25, 1955, aged 65, of pulmonary emphysema. Graduate 
of Stanford University School of Medicine, Stanford Uni- 
versity-San Francisco, 1916. Licensed in California in 1916. 
Doctor Smallwood was a member of the Los Angeles County 
Medical Association. 


+ 


Witson, Hermon Fow ter. Died in Palo Alto, November 
28, 1955, aged 81. Graduate of the College of Physicians and 
Surgeons of San Francisco, 1898. Licensed in California in 
1898. Doctor Wilson was a retired member of the San Fran- 
cisco Medical Society, the California Medical Association, 
and an associate member of the American Medical Associa- 
tion. 





MAN 


MILITARY 


TO THE CALIFORNIA MEDICAL ASSOCIATION 


PHYSICIANS’ BENEVOLENCE ... 
A top-ranking Auxiliary project 


What happens when the family bread-winner is 
disabled? Where can the family look for income 
to pay for daily needs? 

These questions might be asked in any family, 
including a physician’s. Often a brief incapacity to 
a physician affects the family income almost im- 
mediately, and a serious disability may well spell 
family disaster. Physicians’ wives are aware of this 
—and also of the sad fact that many physicians 
have little to fall back upon in time of emergency. 

Reflecting this awareness, your Auxiliary has 
given strong and constant support to the fund to 
aid needy physicians set up by the C.M.A. in 1940. 
The importance of this fund—now known as 
Physicians’ Benevolence—needs no stressing here. 
Suffice it to say that the need for such a fund is all 
too well attested by the many physicians and phy- 
sicians’ families who have used it during the past 
‘fifteen years. Literally hundreds of doctors have 
been “seen through” serious difficulties by Physi- 
cians’ Benevolence. And, even now, there are more 
than seventy-five physicians benefiting from this 
care. 


Auxiliary Contributions 


In 1940, a $60,000 endowment goal for the Benevolence 
Fund seemed adequate. With inflation and the spiraling cost 
of living since then, this goal has shrunk to less than mini- 
mum. Even so, it has not yet been reached. However, con- 
siderable sums have gone into the Physicians’ Benevolence 
Fund each year, most of the money coming from C.M.A. 
members. 

The Woman’s Auxiliary has contributed substantially, too, 
and has raised money each year for the Benevolence Fund to 
supplement the doctors’ donations. Auxiliary donations in the 
past five years have added up to more than $15,000—nearly 
one-fourth of the total Fund income for these years. This 
year, your Auxiliary hopes to increase its donations even 
further, and is now working toward a $1 per capita total. 


Fund-Raising Methods 


Physicians’ Benevolence is one of your Auxiliary’s 
top-ranking projects, and many methods of fund- 
raising are used for it. Perhaps the best known, and a 
very successful method, is our “In Memoriam Fund.” 
Auxiliary members, doctors and friends of the medi- 
cal profession are urged to donate to the “In Memo- 
riam Fund” in the name of their loved ones who have 
died—surely a most fitting memorial. Contributions 
are made through the local Auxiliaries and the 
amount given goes directly into the Physicians’ 
Benevolence Fund. 

Other fund-raising methods are used, too, includ- 
ing parties, “fairs” and other special events; and 
many counties deduct regularly from their members’ 
dues for Physicians’ Benevolence, as does the C.M.A. 


Referral Service 


Of importance equal to the Auxiliary fund-raising efforts 
for Physicians’ Benevolence is the referral work done by 
Auxiliary members. It is estimated that at least fifty per cent 
of referrals to Physicians’ Benevolence come through doc- 
tors’ wives. Very often it is a doctor’s wife who can most 
tactfully arrange for this much-needed help. Often, too, it is 
she who discovers the need. 


Our Continuing Efforts 


Because of the importance of Physicians’ Benevo- 
lence, your Auxiliary maintains a year-around pro- 
gram to support this project. New members are ac- 
quainted with the working of the Fund upon joining, 
and all members are reminded often of the dual role 
which they may play—as fund-raisers and as indi- 
vidual “referral services’—to help Physicians’ Be- 
nevolence. 

Your Woman’s Auxiliary looks forward, with you, 
to the date in May, 1956, which will see Physicians’ 
Benevolence become a tax-free corporation. And we 
look forward, too, to working with you in the future 
to benefit this worthwhile and necessary project. 
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NEWS & NOTES 


NATIONAL ¢ STATE *« COUNTY 


FRESNO 


Dr. Gordon A. Diddy of Fresno accepted appointment 
as director of medical institutions of Fresno County as of 
January 1. Formerly tuberculosis control officer for the 
county, Dr. Diddy was appointed to his new post by the 
county board of supervisors at a meeting in December. 


LOS ANGELES 


The annual all-day scientific meeting of the Southern 
California Psychiatric Society will. be held on Saturday, 
January 28, 1956, at the Hotel Statler in Los Angeles imme- 
diately following the two-day meeting of the Western Re- 
gional Research Conference of the American Psychiatric 
Association being held at the Medical Center, University of 
California, Los Angeles, on the 26th and 27th of January. 

The principal speakers will be Lawrence S. Kubie, M.D., 
clinical professor of psychiatry, Yale University, who will 
speak about problems in psychiatric research; and Franz 
Alexander, M.D., director, Institute for Psychoanalysis, Chi- 
cago, and clinical professor of psychiatry, University of 
Illinois, who will speak about problems in psychosomatic 
diagnosis and treatment. 


All interested physicians and persons of allied medical, 
psychological and sociological interests are invited to attend. 


%* * co 


The College of Medical Evangelists received some $47,186 
in research grants from the National Institutes of Health 
during 1955, according to a report by Ernest M. Allen, chief 
of the N.I.H. division of research grants. The monies came 
chiefly from the National Cancer Institute and the National 
Heart Institute, both subsidiaries of the N.I.H. 


* * 2 


Dr. Carl M. Pearson has been awarded a grant of $5,229 
by the Muscular Dystrophy Association to support re- 
search into the causes of the disease which he is carrying 
out at the University of California, Los Angeles, School of 
Medicine. This grant extends one under which Dr. Pearson 
began his studies more than a year ago. 


* ae a 


Dr. S. William Becker of Long Beach was elected vice- 
president of the American Academy of Dermatology at a 
recent meeting of the organization in Chicago. 


* * cs 


Dr. John A. Culbertson, who a year ago was elected vice- 
president of the Pomona branch of the Los Angeles County 
Medical Association, was installed as president of the branch 
at its December meeting. Dr. George Tarjan was elected vice- 
president, and Dr. Walter S. McCleery secretary-treasurer. 


* * Bo 


Dr. Albert Josselson of Alhambra, a member of the fac- 
ulty at the College of Medical Evangelists, was elected presi- 
dent of the Southern California Rheumatism Society at a 
recent meeting of the organization. 
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MARIN 


Dr. John W. Culmer of Sausalito has been installed as 
president of the Marin County Medical Society for 1956. 
Other officers elected for the coming year at the annual 
business meeting held in December are Dr. Edward Healey, 
vice-president; Dr. Russell R. Klein, secretary, and Drs. 
Joseph Arons and William Andrews, directors. Dr. Healey 
will move up to the presidency a year from now. Dr. Klein 
succeeds Dr. William Smith, who has been secretary of the 
society for the past five years. 


SAN DIEGO 


Dr. Maurice J. Brown was installed as president of the 
San Diego County Medical Society at the first of this year, 
succeeding Dr. Ralph Mullenix. At a meeting of the society 
in December, Dr. James MacLaggan was elected president- 
elect; Dr. Wilton M. Lewis, treasurer, and Dr. James I. 
Knott, secretary. 


SAN MATEO 


Dr. Norman C. Fox of San Bruno has been installed as 
president of the San Mateo County Medical Society, suc- 
ceeding Dr. James E. Edwards of San Carlos, who served in 
1955. Dr. Henry A. Brown of San Mateo was elected presi- 
dent-elect. Dr. John F. Sawin of San Carlos and Dr. William 
H. Thompson of San Mateo were named directors. 


SAN FRANCISCO 


Dr. Matthew N. Hosmer succeeded to the presidency of 
the San Francisco Medical Society as of January 1, this year, 
and at the annual election of officers, held in December, 
Dr. Donald M. Campbell was chosen president-elect. He will 
take office as president at the beginning of 1957. 

Other officers elected were Dr. Mary B. Olney, vice- 
president; Dr. Robert C. Combs, secretary; Dr. George K. 
Herzog, Jr., treasurer; Dr. Roberta Fenlon, bulletin editor. 
Directors elected were Drs. W. Wallace Greene, Margaret 
Henry, Charles Lebo, Otto H. Pflueger, Emmet L. Rixford, 
Edwin R. Schottstaedt and A. Justin Williams. 


os * a 
Mrs. Bernice M. Hemphill, managing director of the Irwin 
Memorial Blood Bank, was reelected treasurer of the 
American Association of Blood Banks at the organization’s 
annual business meeting held November 19-21, in Chicago. 


SANTA CLARA 


A grant of $4,000 in support of research on the effects of 
mercurial diuretics on the kidneys was awarded last 
month by the American Heart Association to Dr. Jonas H. 
Sirota of San Jose. Dr. Sirota is carrying out the studies with 
Dr. Marcus Krupp, director of the Palo Alto Medical Re- 
search Foundation, Dr. James Tobias of Los Gatos and Dr. 
Bernard Axelraad of San Jose. 


SOLANO 


Dr. William R. Hoops, Vallejo, took office as president 
of the Solano County Medical Society at the first of this 
year, succeeding Dr. M. A. Schmutz, who was president in 
1955. 

Dr. O. R. Nestling of Vallejo was named president-elect at 
the society’s annual elections, held last month, and Dr. 
George J. Budd, also of Vallejo, was elected secretary- 
treasurer. 
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YOLO 


Dr. Heil D. Elzey, Woodland, was installed as president 
of the Yolo County Medical Society at the beginning of this 
year, succeeding Dr. Thomas Y. Cooper of Davis, who was 
president for 1955. 

Dr. Henrik Graeser of Woodland was elected vice-president 
and Dr. John Jones, Davis, secretary. 


GENERAL 


The reappointment of Dr. Malcolm Merrill as director of 
public health for the State of California was announced last 
month by Governor Goodwin Knight. His term of office ex- 
pires January 1, 1960. Dr. Merrill became head of the State 
Department of Public Health in April 1954, when Dr. Wilton 
Halverson resigned to become a member of the faculty of the 
University of California at Los Angeles School of Medicine. 


* ae * 


Total allotments of $9,543,300 to hospitals and $10,421,500 
to universities and colleges in California were made from the 
$550,000,000 of grants to the nation’s privately supported 
hospitals, colleges and medical schools that were announced 
in December by the Ford Foundation. These totals do not 
include whatever share is received by the privately financed 
medical schools in California from a fund of $90,000,000 
earmarked by the Foundation to help meet “pressing financial 
needs” of such institutions. Individual allotments from that 
fund have not yet been announced. 

Stanford University, with $2,334,400, received the largest 
single share of the $10,421,500 total allotted to 26 colleges 
and universities in California. The second largest grant was 
$1,710,000 to the University of Southern California, and the 
third largest $1,229,900 to California Institute of Technology. 


POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN of the dates of postgraduate education 
assemblies and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may be listed here, please 
send communications relating to your future medical or 
surgical programs to: Mrs. Margaret H. Griffith, Assist- 
ant Director, Postgraduate Activities, California Medical 
Association, 417 South Hill Street, Los Angeles 13. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Pathological Physiology, Mondays, January 30 to April 16, 
1956. Twenty-four hours. Fee: $50.00. 

Application of Basic Science Techniques to Psychiatric Re- 
search, Thursday and Friday, January 26 and 27, 1956. 
Ten and one-half hours. Fee: $3.50. 


Basic Aspects of Endocrinology and Metabolism. January 
16-April 2. Twenty-four hours. Fee: $50.00. 


Advanced Course in Techniques and Application of Hyp- 
nosis. January 19-21. Sixteen hours. Fee: $100.00. 
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Pathological Physiology. January 30-April 16. Twenty-four 
hours. Fee: $50.00. 


Advanced Psychiatric Case Seminar. February 1-March 21. 
Sixteen hours. Fee: $60.00. 


The Application of the Principles of Industrial Medicine to 
Private Practice (second semester). February 1-March 


28. Eighteen hours. Fee: $40.00. 


Diagnostic Medical Bacteriology for Laboratory Technicians. 
February 14-May 1. Thirty hours. Fee: $30.00. 


Annual Surgical Lecture Series. February 15-May 2. Twenty- 
four hours. Fee: $50.00. 


Surgical Anatomy of Abdomen, Thorax. April 24. Fifteen 
hours. Fee: $125.00. 


Problems of Sterility. February 23-March 22.* 
Surgery of Trauma. March 29-30.* 
Dermatology, 1956. June 22-23.* 


Contact: Thomas H. Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 
In San Francisco: 


Conference on Dermatology for General Practitioners, Jan- 


uary 13 and 14, 1956. Twelve hours. Fee: $40.00. 


Ophthalmological Conference on Clinical Pathology, Feb- 
ruary 9, 10, 11, 1956. Fee: $85.00. 


Conference on Poliomyelitis, February 23, 24, 25, 1956.* 


Course for General Practitioners, March 5 to 9, 1956. Fee: 
$65.00. 


Bedside Cardiology, March 19 to 23, 1956. Limited En- 


rollment.* 


Course in Electrocardiography for Beginners, March 19 to 
23, 1956.* 


Proctology, April 7, 1956.* 

Urology in Office Practice, April 8, 1956.* 
Plastic Surgery, May 18, 1956.* 

Peripheral Vascular Surgery, May 19, 1956.* 
Symposium on Glaucoma, March 22-23.* 


Contact: Seymour M. Farber, M.D., Head, Postgraduate 
Instruction, Office of Medical Extension, University of 
California Medical Center, San Francisco 22, 


UNIVERSITY OF SOUTHERN CALIFORNIA, 
LOS ANGELES 


In Los Angeles: 


Practical Electrocardiography, Friday, Saturday and Sun- 
day, February 10, 11, 12. All day. Fee: $50.00. 


Surgical Planing. Begins March 10, 1956. Twelve hours. 
Fee: $25.00. 


Physics of Clinical Applications of Radioactive Isotopes. 
Twenty-four hours. February 10-June 22. Fee: $50.00. 


* Fees to be announced. 
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Anesthesia. Full time for three months. Opening every 
three months. Fee: $300.00. 

Contact: Phil R. Manning M.D., Director of Medical Ex- 
tension Education, University of Southern California 
School of Medicine, 2025 Zonal Avenue, Los Angeles 33. 


COLLEGE OF MEDICAL EVANGELISTS 


Anesthesiology. Daily, full-time, four months, beginning 
each four months. Fee: $300. 


Varicose Veins and Surgical Diseases of the Peripheral Vas- 


cular System, Tuesdays, January 17 to February 28, 
1956. Fourteen hours. Fee: $30.00. 


Otolaryngology, Tuesdays, February 7 to March 27, 1956. 
Twelve hours. Fee: $30.00. 

Gynecology, Wednesdays, March 21 to May 23, 1956. Ten 
hours, Fee: $30.00. 


Operative Surgery, Wednesdays, March 21 to June 6, 1956. 
Thirty hours. Fee: $200.00. 


Thoracic Surgery, Wednesdays, April 18 to May 9, 1956. 
Eight hours. Fee: $30.00. 


Diseases and Injuries of Bones and Joints, Daily, July 2 to 
July 31, 1956. Full time. Fee: $100.00. / 

Contact: Chairman, Section on Graduate and Postgradu- 
ate Medicine, College of Medical Evangelists, 1720 
Brooklyn Ave., Los Angeles 33. 


STANFORD UNIVERSITY 


Monday Morning Clinical Conferences, Room 515. 
Contact: D. H. Pischel, M.D., Professor, Division of 
Ophthalmology, Stanford University School of Medicine. 


Postgraduate Conference in Otorhinolaryngology, March 
26 to 30, 1956. Fee: $100.00. 


Postgraduate Conference in Ophthalmology, March 19 to 
23, 1956. Fee: $100.00. 


Postgraduate Conference in Practical Pediatric Dermatol- 
ogy. March 23-24. Fee: $50.00. 


Contact: Office of the Dean, Stanford University School of 
Medicine, 2398 Sacramento Street, San Francisco 15. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE INSTITUTES 


SouTHERN CountIEs in association with the University of 
Southern California School of Medicine, January 19-20, 
1956, Laguna Hotel, Laguna Beach. 


West Coast CountTiEs in association with College of 
Medical Evangelists, March 1-2, 1956, Golden Bough 
Theater and La Playa Hotel, Carmel. 


Nort Coast Counties in association with University of 
California School of Medicine, San Francisco, April 5 
and 6, 1956, Odd Fellows Hall, Santa Rosa. 


San Joaquin VALLEY Counties in association with the 
University of California School of Medicine, Los An- 
geles, May 10 and 11, 1956, Hacienda, Fresno. 


SACRAMENTO VALLEY CounTIEs in association with Stan- 
ford University School of Medicine, June 21, 22, 1956, 
Cal-Neva Lodge, Lake Tahoe. 

Contact: C. A. Broaddus, M.D., Director of Postgraduate 
Activities, P.O. Box A-1, Carmel, California, or Mrs. 
Margaret H. Griffith, Assistant Director, Postgraduate 
Activities, California Medical Association, 417 So. Hill 
St., Los Angeles 13. 
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JANUARY MEETINGS 


CairorniA Rurat HEALTH Councit CALirorNIA CONFER- 
ENCE ON Rurat Heattu. Hacienda, Fresno. January 
20-21. 


Contact: Glenn Gillette, California Medical Association, 
450 Sutter Street, San Francisco. 


FEBRUARY MEETINGS 


Pustic HeaLttH Leacue oF CALIFORNIA annual meeting 
Southern District, Los Angeles, 6:30 p.m., February 2, 
1956; annual meeting Northern District, 6:30 p.m., Feb- 
ruary 9, 1956, in San Francisco. 

Contact: Ben H. Read, executive secretary, 510 South 
Spring Street, Los Angeles 13. 

SacRAMBNTO County Heart ASSOCIATION PHYSICIANS’ 
Symposium. February 8. Tuesday Club House Audi- 
torium. 


Contact: Allan E. Moe, M.D., 3560 Jay Street, Sacramento. 


ALAMEDA-ContrA Costa MeEpicaL Association Graduate 
Assembly. “The Dynamics of Endocrine Disease,” High- 
land-Alameda County Hospital, February 10. 

Contact: L. W. Kinsell, M.D., Instructor for Metabolic 
Research, Highland-Alameda County Hospital, Oakland. 


Cotorapo State MepicaL Society Mipwinter CLinIcaL 
Session. Shirley-Savoy Hotel, Denver, February 14-17. 

Contact: Harvey T. Sethman, Exec. Secy., 835 Republic 
Building, Denver 2, Colorado. 


AMERICAN BoarD oF SurGERY EXAMINATIONS, Part II, Los 
Angeles, February 13 and 14. Closing date is Decem- 
ber 1.7 


AMERICAN Boarp OF SurGERY EXAMINATIONS, Part II, San 
Francisco, February 16 and 17. Closing date is Decem- 
ber 1.7 


MipwinTeR X-Ray CONFERENCE sponsored by Los Angeles 
Radiology Society, Biltmore Hotel, Los Angeles, Feb- 
ruary 25 and 26, 1956. 

Contact: Robert B. Engle, M.D., program chairman, St. 
Luke’s Hospital, Pasadena 8. 


UNIVERSITY OF CALIFORNIA SPROUL ANNIVERSARY CELEBRA- 
TION Symposium, “The University and the Medical 
Sciences.” Monday and Tuesday evenings, February 27 
and 28, 1956, Morrison Auditorium in Golden Gate 
Park, San Francisco. All physicians cordially invited to 
attend. 

Contact: Seymour M. Farber, M.D., chairman, at Office of 
Medical Extension, University of California Medical 
Center, San Francisco 22. MOntrose 4-3600, Ext. 665. 


MARCH MEETINGS 


CoLiece oF MepicaL EvANGELIsts ALUMNI POSTGRADUATE 
ConvENTION. Refresher courses, March 4 and 5, 1956, 
White Memorial Hospital, Los Angeles. Scientific As- 
sembly, March 6 to 8, 1956, Biltmore Hotel, Los An- 
geles. 

Contact: Walter B. Crawford, managing director, College 
of Medical Evangelists, Loma Linda. 

Cancer Commission, California Medical Association, Can- 
cer Conference for San Diego County Medical Society. 
March 13, 5:30 p.m., U. S. Naval Hospital, San Diego. 

Contact: Walter E. Batchelder, M.D., Medical Director, 
Cancer Commission, 467 O’Farrell Street, San Francisco, 


+For information, contact; John B. Flick, M.D., 255 S. 
Fifteenth Street, Philadelphia 2, Pa. 
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MepicaL ALUMNI COMMITTEE OF CHILDREN’s HospPITAL, 
San Francisco, March 17, 1956.* Morning: Dermatol- 
ogy. Afternoon: Nutritional problems peculiar to mod- 
ern pediatrics. 


APRIL MEETINGS 


CALIFORNIA TUBERCULOSIS AND HEALTH AssocIATION, Cali- 
fornia Trudeau Society and California Sanatorium Asso- 
ciation Annual Meeting, Sheraton-Palace Hotel, San 
Francisco, April 5, 6, 7. 


Contact: E. L. Daggett, director, Public Relations, Cali- 
fornia Tuberculosis and Health Association, 130 Hayes 
Street, San Francisco 2. 


Cancer Commission, California Medical Association, Can- 
cer Conference for Fresno County Medical Society. 
April 10, 7:00 p.m., Sunnyside Country Club, Fresno. 


Contact: Walter E. Batchelder, M.D., Medical Director, 


Cancer Commission, 467 O’Farrell Street, San Francisco. 


Unitep States-Mexico Borper Pustic HEALTH AssoctiA- 
TION, 14th annual meeting, Calexico (California) and 
Mexicali (Baja California), April 13 to 16, 1956. 

Contact: Sidney B. Clark, M.D., secretary, 204 U. S. Court 
House, El Paso, Texas, or Donald G. Davy, M.D., as- 
sistant chief, Division of Local Health Service, 2151 
Berkeley Way, Berkeley 4. 


MepicaL ALUMNI COMMITTEE OF CHILDREN’s HospPITAL, 
San Francisco, April 14, 1956.* Behavior Problems and 
Childhood Psychiatry. 


AMERICAN COLLEGE OF PHysICIANS 37TH ANNUAL SEs- 
ston, Los Angeles, April 16-20, 1956. 

Contact: George C. Griffith, M.D., General Chairman, Box 
25, 1200 N. State St., Los Angeles 33. 


VaLLeY CHILDREN’s HospitaAL ANNUAL SPRING CLINICS, 


April 27 and 28, 9 a.m., Roosevelt High School Audi- 


torium, Fresno. 


WeEsTERN INDUsTRIAL MeEpICcAL AsSOCIATION annual meet- 
ing, all day, April 28, Ambassador Hotel, Los Angeles. 

Contact: Edward Zaik, M.D., secretary, 740 South Olive 
Street, Los Angeles 14. 


*For registration or information, contact: Gertrude Jones, 
M.D., Children’s Hospital, San Francisco. 


Hawau Mepicat Association Centennial Celebration. 
Scientific sessions, historical pageant of 100 years of 
medicine in Hawaii, social festivities, etc., Honolulu, 
April 22 to 29. 

Contact: Hawaii Medical Association, 510 S. Beretania 
Street, Honolulu 13, Hawaii. 


CauiForNIA MepicaL AssociATION ANNUAL MEETING, Am- 
bassador Hotel, Los Angeles, April 29 to May 2, 1956. 

Contact: John Hunton, Executive Secretary, 450 Sutter 
St., San Francisco 8, or Ed Clancy, Director of Public 
Relations, 417 S. Hill St., Los Angeles 13. 


MAY MEETINGS 


New Mexico Mepicat Society annual session, Roswell, 
New Mexico, May 2 to 4. 

Contact: Ralph R. Marshall, executive secretary, 223-24 
First National Bank, Albuquerque, N. M 

CauirorniA Heart AssociaTION ANNUAL MEETING AND 
ScientiFic Session, La Playa Hotel, Carmel, May 18 to 
20, 1956. 

Contact: Alan Croft Blanchard, field director, California 
Heart Association, 1428 Bush Street, San Francisco 9. 

WEsTERN BRANCH, AMERICAN PusBiic HEALTH ASSOCIA- 
TIon Annual Meeting, Salt Lake City, Utah, May 30 to 
June 2. 


Contact: Mrs. L. Amy Darter, secretary-treasurer, at 
State Public Health, 2151 Berkeley Way, Berkeley 4, 
California. 


SUMMER AND FALL MEETINGS 


Cotorapo DivisIoN OF THE AMERICAN CANCER SOCIETY 
10th annual Rocky Mountain Cancer Conference, Shir- 
ley-Savoy Hotel, Denver, Colorado, July 11 and 12. 

Contact: John S. Bouslog, M.D., 835 Republic Building, 
Denver 2, Colorado. 

San Dieco County GENERAL HospitaL TENTH ANNUAL 
PosTGRADUATE ASSEMBLY. September 19-20. 

Contact: Howard B. Kirtland, Sr., M.D., Chairman, Post- 
graduate Committee, 3505 Fourth Avenue, San Diego 3. 


CALIFORNIA Society OF INTERNAL MEDICINE ANNUAL 
MEETING. September 29, La Playa Hotel, Carmel. 


Contact: Mrs. Mildred B. Coleman, Assistant Secretary, 
Room 515, 384 Post Street, San Francisco 8. 
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INFORMATION 


U. C. Medical School Appointments 


THE APPOINTMENT of Richard J. Stull as vice- 
president-Medical Sciences of the University of 
California, and of Dr. J. B. deC. M. Saunders as 
dean of the School of Medicine, San Francisco, was 
announced by Robert G. Sproul, president of the 
university, at mid-December. 

Mr. Stull, 39, a nationally known authority on 
hospital administration, since 1948 has held a state- 
wide post in the university as director of hospitals 
and infirmaries. 


Dr. Saunders, 52, a noted anatomist, has been a 
member of the faculty since 1931 and chairman of 
the department of anatomy since 1937. 


The post of vice-president-Medical Sciences is a 
new position in the university. In this post, Mr. 
Stull will hold statewide administrative responsibility 
for the university’s teaching, research and service 
programs in the health sciences. 


Dr. Saunders succeeds to the deanship vacated 
by the resignation in June, 1954, of Dr. Francis S. 
Smyth, who has continued in the School of Medicine 
as professor of pediatrics and director of the Indo- 
nesia Project. 


As director of hospitals and infirmaries for the 
university since 1948, Mr. Stull has had statewide 
responsibility for the administration of the teach- 
ing hospitals at the university’s medical centers at 
San Francisco and Los Angeles as well as student 
infirmaries. 

He also holds an academic appointment as direc- 
tor of a course in hospital administration for the 
university on the Berkeley and San Francisco cam- 
puses. 

Since his appointment to his present post, Mr. 
Stull has played a key role in the development of 
the university’s statewide program of medical edu- 
cation and service. He was prominent in planning 
the modern facilities at the medical centers both 
at San Francisco and Los Angeles. 

Mr. Stull is a native of Pennsylvania. He received 
the A.B. degree from Duke University in 1940, and 
graduated from the Duke University School of 
Medicine’s course in hospital administration in 
1942. He served for six months as assistant pur- 
chasing agent of Duke University for two years 


VOL. 84, NO. 1 + JANUARY 1956 


(1942-44) as administrator of the Phoenixville 
(Penn.) Hospital and for two years (1944-46) as 
superintendent of the Norfolk (Va.) General 
Hospital. 

Mr. Stull conducted a statewide hospital survey 
for the California State Department of Public 
Health in 1946-47, and was the western represen- 
tative for a private firm of consultants in 1947-48. 

He has served as consultant in his specialty to 
numerous private and local and state government 
agencies and to the U. S. State Department. He has 
conducted two studies for Australian hospital 
groups. He played an important role in the estab- 
lishment of the cooperative program the University’s 
School of Medicine, San Francisco, has with the 
University of Indonesia. 

Mr. Stull is a member of a number of profes- 
sional organizations in his field. 

With his wife, Mary Elizabeth, and three children 


he lives in San Anselmo. 


Dr. Saunders, who was born in Grahamstown, 
South Africa, the son of a British surgeon, was 
educated in the St. Andrews College, Rhodes College 
in South Africa and at the University of Edinburgh, 
in Scotland, where he received his medical degree 
in 1927. He held various appointments at Edin- 
burgh beginning in 1925 during his medical train- 
ing. In 1930 he spent some time as honorary sur- 
geon at the institution’s Settler’s Hospital, South 
Africa. 

Dr. Saunders was appointed to the faculty of the 
School of Medicine on the San Francisco campus 
of U. C. in January, 1931, as assistant professor of 
anatomy. He was appointed chairman of the de- 
partment of anatomy in 1937 and to full professor- 
ship in 1938. He also holds appointments as 
lecturer in medical history and bibliography and 
librarian of the School of Medicine Library. 

Dr. Saunders has won distinction as a brilliant 
researcher on a wide range of medical problems. 
He is especially distinguished for his work on the 
structure and development of bones, the physiology 
of muscles, the mechanics of movement (especially 
walking) and for participation in the development 
of new surgical procedures. 

Typical of the fields of research in which Dr. 
Saunders has worked vigorously for some two 
decades has been the study of the means for repair- 
ing functions damaged by the destruction of muscles 
in such conditions as poliomyelitis. 

His participation in the work of the Biomechanics 
Group, which is made up of colleagues on the San 
Francisco campus and in the College of Engineering 
on the Berkeley campus, has helped to establish the 
bases for improving artificial limbs. 

Equally important has been his work in develop- 
ing new surgical procedures, especially of the intes- 
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tinal tract. He also played an important role in 
elucidating the function of the intervertebral discs. 

Dr. Saunders has also conducted important 
studies in medical history. His publications in this 
field include major works on Leonardo da Vinci 
and Andreas Vesalius, the great 16th century Bel- 
gian anatomist. A series of films he did in collabora- 
tion with Dr. L. C. Abbot, professor of orthopedic 
surgery, won the 1952 American College of Sur- 
geons’ certificate of award for outstanding educa- 
tional value. 

The new dean is the author of scores of scientific 
papers that are wide-ranging and versatile in subject 
matter. 

He is noted for his brilliance as a teacher as well 
as a researcher. His students remember him for 
such feats as the ambidextrous capacity to make 


anatomical blackboard drawings with both hands at 
one time. 

Dr. Saunders’ interests are also diversified in the 
nonmedical field. He golfs in the low 70’s and he is 
a yachtsman. 

He is a member of many American and British 
learned societies, such as the American Medical 
Association and the Royal College of Surgeons, 
Edinburgh. 

Dr. Saunders lives in San Francisco. Mrs. Saun- 
ders is the former Alison Maxwell Wood, who was 
born in Scotland. They have two daughters, Alison, 
a graduate student, and Margery, a sophomore, on 
the Berkeley campus. 

The new dean’s full name is John Bertrand 
deCusance Morant Saunders. 
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THE PHYSICIAN'S Bookshelf 


THE PATHOGENESIS OF POLIOMYELITIS—Haroild 
K. Faber, M.D., Professor Emeritus of Pediatrics, Stanford 
University School of Medicine. Charles C. Thomas, Pub- 
lisher, Springfield, 1955. 157 pages, $5.00. 


This book summarizes many years of painstaking study of 
the pathogenesis of poliomyelitis and is recommended to 
every serious student of this disease; its appeal will be 
greatest to those with good understanding of the ‘problems 
of poliomyelitis. The thesis that pathways of ingress and 
egress of the virus lie within nerve cells and not primarily in 
other tissues is succinctly and convincingly supported. The 
concept elsewhere proposed that virus multiplication and 
dissemination occurs in many tissues other than the nerve 
cells and that central nervous system involvement is a phe- 
nomenon secondary to systemic infection is subjected to 
searching and most persuasive contradiction based on experi- 
mental pathological studies and clinical observation which 
is most difficult to refute. Much of the newer knowledge of 
the distribution and nature of the infectious agent is effec- 
tively reconciled with the ideas of the natural history of the 
virus which the author has advanced for many years. 


This volume does not make for easy reading but moves 
forward logically and without repetitiousness to its con- 
clusions. Your reviewer read it through carefully twice with 
profit. 


The bibliography alone would make this work worth while 
because it carefully documents so many matters of great 
importance in this disease. 

* a a 

J.A.M.A. CLINICAL ABSTRACTS OF DIAGNOSIS AND 
TREATMENT—Noah Fabricant, M.D., Editor. Published 
with the approval of the Board of Trustees, American 
Medical Association, 1955. Intercontinental Medical Book 


Corporation, with Grune and Stratton, Inc., New York, 
1955. 627 pages, $5.50. 


For more than a half century the medical literature ab- 
stract section of the Journal of the American Medical Asso- 
ciation has been one of its most popular and useful features. 
It provides knowledge in capsule form for the specialist as 
well as the general practitioner. It emphasizes in its selection 
two aspects of practice—diagnosis and treatment. 


The Journal has now decided to issue selected abstracts 
in an annual series of which this volume is the first. The 
selection is good as are the abstracts proper. 


On the other hand, the reviewer, impressed though he is 
with the excellence of the Journal’s abstract department, can 
see little reason for compiling these abstracts into yet an- 
other annual volume. They are already available in the 
bound volumes of the Journal. In this new volume they are 
competing with the much more complete Exerpta Medica 
and the various annual reviews which make an attempt at 
integrating the more useful contributions into a coherent 
whole. 


Despite this the Journal’s prestige is probably sufficient to 
cause many physicians to purchase these abstracts. 
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DIFFERENTIAL DIAGNOSIS—The Interpretation of 
Clinical Evidence—A. McGehee Harvey, M.D., Professor of 
Medicine and Head of the Department of Internal Medicine, 
the Johns Hopkins University School of Medicine, and 
James Bordley III, M.D., Director, Mary Imogene Bassett 
Hospital, Cooperstown, N. Y., Clinical Professor of Medi- 
cine, Columbia University, New York, and Clinical Pro- 
fessor of Medicine, Albany Medical College. W. B. Saun- 
ders Company, Philadelphia, 1955. 665 pages, $11.00. 


This book attempts to provide a method of approach to 
the diagnosis of disease by expansion of the art and science 
of differential diagnosis. This has been done through the 
medium of the Clinical Pathological Conference. These con- 
ferences, largely of the Johns Hopkins Hospital, present dif- 
ferential diagnosis as a systematized discipline. Each con- 
ference is oriented around a principal condition. They are 
written up chapter by chapter and a good many illustrative 
cases are given. 


The volume is a good exercise book for students and pros- 
pective conductors of clinical pathological conferences. There 
are many “pearls” given in the course of the book, as well 
as many tables of differential diagnosis, which are excellent 
and useful. After the known cases are presented there is a 
series of unknown cases on which the reader may try his 
skill. Following this is a table of laboratory values, which 
should be titled “normal.” Additional valuation of tests such 
as the serology would be helpful. 


There are serious limitations to the method which the 
authors have adopted. It exaggerates the difficulties of diag- 
nosis; it prevents consideration of the diagnosis of disease 
which does not run a fatal course or in which accurate diag- 
nosis results in life-saving therapeutic measures. Even more 
limiting, the graduate physician, in order to get most out of 
the book, must follow the authors’ established patterns of 
thinking and writing, exactly, never peeking from the printed 
page. As for the conferences themselves, they are well chosen 
and well done. However, try as the. authors may, they fail to 
capture the character and personality of the conductor of the 
conference (in these largely the late Dr. Louis Hamman) 
and of the pathologist, the two ingredients which make 
clinical pathological conferences most interesting and enjoy- 


able. 
ae a * 


MINOR SURGERY—John E. Sutton, M.D., F.A.C.S., As- 
sistant Clinical Professor of Surgery, Cornell University, 
Medical College. Landsberger Medical Books, Inc. Distrib- 
uted solely by The Blakiston Division of the McGraw-Hill 
Book Co., 330 West 42nd Street, New York 36, N. Y., 1955. 
334 pages, $7.00. 


As the name implies, this book is a handbook of minor 
surgery for the General Practitioner. The thirteen chapters . 
cover briefly the minor encounters in a general practice. Al- 
though the discussions are short and “to the point,” one can- 
not help but feel that many subjects discussed should be 
common knowledge to anyone fortunate enough to have re- 
ceived their M.D. degree. The illustrations are fair but there 
are other books on minor surgery which are more adequate. 
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A PRIMER OF ELECTROCARDIOGRAPHY—Third Edi- 
tion, thoroughly revised—George E. Burch, M.D., Hender- 
son Professor of Medicine, Tulane University School of 
Medicine, and Travis Winsor, M.D., Assistant Clinical Pro- 
fessor of Medicine, U.S.C. School of Medicine. Lea & 
Febiger, Philadelphia, 1955. 286 pages, 281 illustrations, 
$5.00. 


This book was one of the first to offer the student some 
idea as to why the deflections go up or down, instead of 
only presenting electrocardiographic patterns to memorize. 
This commendable method, based here on the dipole theory, 
has been carried into the third edition. From a graphic 
description of a dipole and its application to the electro- 
cardiogram, the book moves progressively—although not en- 
tirely in an orderly way—through the five chapters to sections 
on vector cardiography and ventricular gradient. Professing 
the necessity for dogmatism in a primer, the material is so 
presented. A fair balance is struck, although for example the 
text on the Wolff-Parkinson-White syndrome is twice as long 
as that of left ventricular hypertrophy. The effect of cooling 
and potassium on the polarized membrane and similar mate- 
rial might be relegated to small print. The illustrations are 
excellent, but the mix-up of figures and legends from pages 
145 to 150 is inexcusable. The index is short but adequate. 
The chapter on Disorders of the Heart Beat is very good. For 
brevity and completeness, a majority of beginners turn to 
this text and will continue to do so. 

* * * 


CLINICAL TOXICOLOGY — Third Edition, Revised — 
Clinton H. Thienes, M.D., Ph.D., Director, Institute of Medi- 
cal Research, Huntington Memorial Hospital ; and Thomas 
J. Haley, Ph.D., Chief of the Division of Pharmacology and 
Toxicology, Atomic Energy Project, and Associate Clinical 
Professor of Medicine, UCLA School of Medicine. Lea and 
Febiger, Philadelphia, 1955. 475 pages, $6.50. 


The preface of this book indicates that it is intended for 
the classroom and for the general practitioner. The major 
toxic action of poisons has determined their grouping, ac- 
tually on the basis of their systemic action. For example— 
the convulsants are considered in Section I, the central nerv- 
ous system depressants in Section II, the peripherally acting 
nerve poisons, poisons acting on nerve trunks, ganglia and 
nerve endings in Section III, the muscle poisons in Section 
IV, the protoplasmic poisons in Section V, the blood and 
hematopoietic poisons in Section VI. Other sections are de- 
voted to Principles of Treatment (of poisoning), Outline of 
Symptom Diagnosis, and Chemical Diagnosis of Poisoning. 
It is in the latter sections that the practitioner might find 
greatest help. 

The level of excellence of previous editions is maintained 
throughout the third revision. 


x %* * 


DISEASES OF THE EAR, NOSE, AND THROAT IN 
CHILDREN—T. G. Wilson, M.B., B.Ch., Litt.D., F.R.C.S.L., 
M.R.LA., Ear, Nose, and Throat Surgeon, Dr. Steevens’ 
Hospital, National Children’s Hospital, Dublin. Grune & 
Stratton, New York, 1955. 307 pages, $12.00. 

This is an excellent textbook. The information is surpris- 
ingly current and extremely well selected. Reference to other 
sources, for confirmation or elaboration, is generous but is 
neither boring nor distracting. 

The preface is short, to the point, and should be read. It 
contains information that this is the first textbook to be writ- 
ten on diseases of the ear, nose and throat in children. The 
table of contents is satisfactory. The index is quite complete. 
This completeness was slightly confusing at first, but a real 
pleasure later. The illustrations are superior or good (several 
are the work of the author). Two reproductions of x-ray films 
should have been retouched or, by preference, replaced with 
examples showing more contrast. 

Chapters 6, 7 and 8 dealing with deafness, training and 
education of the deaf child and defective speech are espe- 
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cially worthwhile. The diagram outlining the postnatal de- 
velopment of the accessory nasal sinuses is well worth several 
moments of study. The discussion of laryngotracheal bron- 
chitis is clear-cut, concise, and sound in all respects. 

One of the few points for disagreement is the recommen- 
dation that all acute accessory nasal sinusitis, acute pharyn- 
gitis, and tonsillitis be subjected to immediate energetic anti- 
biotic treatment. This objection is presented on the bases 
that it is not good medicine and certainly not good teaching. 
Such a recommendation can only add to the too prevalent 
overuse and abuse of the antimicrobials. The fact that the 
reviewer does not always agree with the author is quite be- 
side the point and does not in any way influence his appre- 
ciation and evaluation of this textbook. 

This textbook is recommended, without qualification, as 
required reading for all otolaryngologists, pediatricians, gen- 
eral practitioners and others who have to deal with diseases 
of the ear, nose and throat in children. 

* cs * 


MANAGEMENT OF DISORDERS OF THE AUTONOMIC 
NERVOUS SYSTEM—Louis T. Palumbo, M.D., Chief, Sur- 
gical Service, V. A. Hospital, Des Moines. The Year Book 
Publishers, Inc., 200 East Illinois Street, Chicago, 1955. 
186 pages, $5.00. 


This small book presents a short description of the anatomy 
and physiology of the autonomic nervous system, followed by 
an account of a great variety of disorders that may be treated 
by pharmacological or surgical intervention with this portion 
of the nervous system. Some of the anatomical and physio- 
logical concepts are not those generally accepted, nor is ade- 
quate reference made to the work on which the concept is 
based. The disorders that may be helped by sympathectomy 
are catalogued, without any very critical appraisal of the evi- 
dence for or against the procedure. Apparently a removal of 
a major part of the autonomic system is compatible with 
fairly normal function of the organism, so that this tissue 
joins the company of the tonsil and the vermiform appendix 
in popularity with the surgeon. Only time will tell the value 
of such extirpations, but it is safe to guess that they will be 
of value in many fewer disease conditions than are catalogued 
in this book. 

a * * 


PATHOLOGY FOR THE SURGEON—Seventh Edition— 
William Boyd, M.D.(Edin.), Dipl. Psychiat.(Edin.), F.R. 
-C.S.(Canada), F.R.C.P.(Lond.), M.R.C.P.(Edin.), -F.R.S. 
(Canada), LL.D.(Sask.), D.Se.(Man.), M.D.(Oslo), Lecturer 
on the Humanities in Medicine, The University of Toronto, 
Visiting Professor of Pathology, The University of Alabama, 
and Formerly Professor of Pathology, The University of 
Manitoba, The University of Toronto and the University of 
British Columbia. W. B. Saunders Company, Philadelphia, 
1955. 737 pages, 547 illustrations including 10 in color, 
$12.50. 


This seventh edition of a well known work is in reality a 
new book, containing much that has been rewritten, and even 
possessing a modified title, which previously was “Surgical 
Pathology.” The purpose of this thorough revision has been 
to renovate the approach to surgical diseases which have 
changed greatly in the thirty years since the first edition. 
The breadth of interest of the surgeon has increased to in- 
clude nearly every part of pathology, and as a result there is 
now no readily distinguishable segment of pathology which 
can justifiably be called surgical in contrast to the rest of 
pathology. Hence the original name of the book has been 
changed. 

The book is designed for surgeons rather than pathologists, 
and it is written with the aim of emphasizing the usefulness 
of knowledge concerning the nature of disease. Dr. Boyd’s 
enjoyable style, so conspicuous in his various textbooks of 
pathology, has not suffered by the changes in this edition. 
The aim of providing for the surgeon a broad survey of 
pathology has been achieved. Illustrations are abundant, well 
chosen and technically good. 
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BEDSIDE DIAGNOSIS—Third Edition—Charles Seward, 
M.D., F.R.C.P. (Edin.), Physician, Royal Devon and Exeter 
Hospital. E. & S. Livingstone, Ltd. Edinburgh, 1955. Dis- 
tributed in the United States by Williams and Wilkins Com- 
pany, Baltimore, Maryland. 408 pages, $4.00. 


This small volume would perhaps be better entitled Bed- 
side Symptomatology. It takes up the subject of diagnosis on 
the basis of selected symptoms in some twenty-two chapters, 
seven of which are concerned with the subject of pain in 
general and in different locations. Five chapters are con- 
cerned with loss of blood of one kind or another and the re- 
maining ones with certain other principal symptoms such as 
cough and dyspnea. 

The third edition includes the rewrite of some 60 pages, in 
particular, the sections on hemolytic anemia and jaundice, 
cirrhosis, subarachnoid hemorrhage, cholecystitis and hiatus 
hernia, At the beginning of the chapters there is a synopsis 
which summarizes the chapter well. 

This is a small, thoughtful, but incomplete book. For 
example, the chapter on General Considerations Regarding 
Pain is quite interesting. On the other hand, only seven 
pages are devoted to the vast subject of Psychogenic Symp- 
toms and some of these to philosophy; in comparison, twelve 
pages are given over to the relatively circumscribed topic of 
dysphagia. 

The book was written primarily for British students. It 
may be commended to American students for purposes of 


comparison. 
* aK * 


SURGERY OF THE ALIMENTARY TRACT (Bickham- 
Callander)—Volumes I, I! and !!1!—Richard T. Shackelford, 
M.D., Assistant Professor of Surgery, Johns Hopkins 
University School of Medicine; Assisted by Hammond J. 
Dugan, M.D., Assistant in Surgery, Johns Hopkins Univer- 
sity School of Medicine, W.B. Saunders Company, Phil- 
adelphia, 1955. 2575 pages, 1705 illustrations, 89 pages of 
index, $60.00. 


Thirty years ago the most authoritative book on operative 
surgery was Bickham’s text on Operative Surgery. It repre- 
sented a six-volume presentation of the techniques of general 
and special surgery, but there was no evaluation of tech- 
niques described and discriminative surgical judgment was 
unattainable from a study of its contents. Callander began in 
1938 to revise Bickham’s text, but failed to complete the re- 
vision prior to his death in 1947. Shackelford undertook the 
revision in 1949 and has truly accomplished a superb task in 
bringing the book up-to-date and adding to an excellent de- 
scription of the operative procedures a mature and seasoned 
judgment of their value. This is an excellent reference work 
for surgery of the alimentary canal, and will be particularly 
useful in a hospital library wherever surgery is commonly 
practiced. 

The book consists of 3 volumes. Volume 1 deals with the 
esophagus, stomach, duodenum, liver, gallbladder, and ex- 
trahepatic bile ducts. Volume 2 covers the pancreas, spleen, 
small intestine, peritoneum, omentum, mesentery, colon. Vol- 
ume 3 concerns itself with the anorectal tract, hernias, and 
abdominal incisions. 

The work is encyclopedic. Practically every procedure 
which has been described in the literature within the past 10 
years in each area is reviewed and discussed, the original 
illustrations usually accompanying the written discussion. 
The author has been able to draw heavily on the illustrations 
of other excellent Saunder’s publications and has richly il- 
lustrated the text with clear yet beautiful drawings. Suf- 
ficient information is given at the end of each group of avail- 
able surgical procedures to enable the reader to form a 
sound judgment as to the relevance and merit of each oper- 
ation. The references cited at the end of each chapter are 
well-selected and adequate yet not too numerous. A rapid 
review of the essentials of the surgical literature of the past 
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10 years with the original illustrations being copied is avail- 
able to the reader of this book. 


The only real criticism of the book is that it is too lengthy 
and encyclopedic and that it is too expensive. It is an ex- 
cellent reference work for all libraries. The author is to be 
complimented on this masterful accomplishment, and sur- 
gery will be benefited for years to come by this assemblage 
of knowledge. 

* a * 


SYSTEMIC LUPUS ERYTHEMATOSUS—Review of the 
Literature and Clinical Analysis of 138 Cases—A. McGehee 
Harvey, M.D., Lawrence E. Shulman, M.D., Philip A. 
Tumulty, M.D., C. Lockard Conley, M.D., and Edyth H. 
Schoenrich, M.D., Department of Medicine, The Johns 
Hopkins University and Hospital. The Williams and Wil- 
kens Company, Baltimore, 1955. $3.00. 


This is*a concise review and a clinical analysis of 138 
patients with systemic lupus erythematosus studied in the 
Department of Medicine of the Johns Hopkins Hospital. It 
is republished from Medicine, Volume 33, No. 4, December, 
1954. 


The authors have presented an excellent analysis of the 
clinical, pathological, and therapeutical aspects of systemic 
lupus erythematosus. The analysis of the prognosis in sys- 
temic lupus erythematosus is the high point of this publica- 
tion. Unfortunately, the section on treatment is almost out 
of date because it does not include a discussion of the com- 
bined use of antimalarial drugs and steroid therapy. 

The authors take the point of view that patients with 
chronic discoid lupus erythematosus develop systemic lupus 
erythematosus. This has been a point of controversy in the 
literature on this subject, but their well-documented mate- 
rial seems to substantiate this point of view. 

This book is to be recommended to general practitioners, 
internists and dermatologists, for an evening’s reading 
time, it provides one with a complete and thorough dis- 
cussion of all phases of systemic lupus erythematosus. 


Ok * * 


PRACTICAL MANAGEMENT OF DISORDERS OF THE 
LIVER, PANCREAS, AND BILIARY TRACT—John Rus- 
sell Twiss, M.D., F.A.C.P., Assistant Professor of Clini- 
cal Medicine, and Elliot Oppenheim, M.D., F.A.C.P., Assis- 
tant Professor of Clinical Medicine, both of New York 
University Postgraduate Medical School. Lea & Febiger, 
Philadelphia, 1955. 653 pages, $15.00. 


This book is written by clinicians for clinical use. It rep- 
resents an elaboration of the experiences of the physicians 
and surgeons of the combined Medical and Surgical Biliary 
Tract Clinic of the New York University Hospital. The au- 
thors state that they wish to furnish a practical guide in the 
diagnosis and management of those disorders of the liver, 
pancreas and biliary tract most commonly encountered in 
medical practice. In this they succeed well—although with 
certain limitations. 

The coverage is not uniform: The subject of the liver gets 
short shrift with 160 pages as contrasted with almost 210 
for the gallbladder and extrabiliary tract. On the other hand, 
this uneveness has its compensations since it is in the latter 
field that the authors may write with the greatest authority. 
In previous work they have explored the usefulness of bili- 
ary drainage and the examination of the bile as practical 
diagnostic procedures. And they have collected a large 
amount of quantitative data which are summarized in this 
book. 

This is by no means an encyclopedic or complete text. 
However when accepted as a summarization of the authors’ 
experience and views, this volume may be a very useful 
addition to the library of the physician interested in con- 
ditions of the liver, pancreas and biliary tract. 
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BREAST CANCER AND ITS DIAGNOSIS AND TREAT- 
MENT—Edward F. Lewison, B.S., M.D., F.A.C.S., Assist- 
ant Professor of Surgery, Johns Hopkins University School 
of Medicine. The Williams and Wilkins Company, Balti- 
more, 1955. 478 pages, $15.00. 


Cancer of the breast remains by far the most common 
organ site cancer of mankind. Long before the days of Saint 
Agatha, Hippocrates referred to diseases that could not be 
cured by medicine, by the knife or even by fire, and all too 
often “hard tumors in the breast” fell into this group. The 
martyrdom of Saint Agatha included torture and traumatic 
bilateral mastectomy. She survived this ordeal, dying in Italy 
in the third century. The author of this interesting mono- 
graph discusses these and other interesting phases of the 
history of breast cancer in his opening chapter. 


There are then chapters on the surgical anatomy of the 
breast by Richard S. Handley, the physiology of the breast 
by Frances H. Trimble and the pathology of the breast by 
Robert C. Horn. 


There are extensive sections on diagnosis and prognosis, 
and numerous chapters dealing with radical surgery. There 
are well written chapters on the present status of radio- 
therapy in breast cancer, hormone therapy, and the apparent 
value of self-examination of the breast. Finally, there are 
sound chapters on the statistics of breast cancer, and the 
behavior and treatment of mammary cancer in the male. 


The author illustrates the fact that the classical radical 
mastectomy of Halsted was designed to cure patients with 
breast cancer which had spread only to the removable axillary 
nodes—it could not cure those with internal mammary nodes 
or infraclavicular spread. The researches of Handley and 
others indicate that the number of patients who have lym- 
phatic metastases limited exclusively to the axilla is unfor- 
tunately small, perhaps 14 per cent of an average unselected 
series of patients suitable for consideration of radical mas- 
tectomy. There is a chapter by Jerome Urban on ultraradical 
mastectomy, designed to remove the internal mammary nodes 
plus the axillary nodes en bloc with the primary tumor. This 
operation is still sufficiently recent to prevent any significant 
number of five year survival cases being presented. 


The procedure of attempted supraclavicular and cervical 
.lymph node dissection en bloc with the other two lymphatic 
drainage areas of the breast is given scant consideration, 
presumably because the author agrees with Haagensen and 
others that such procedure is not life saving and is frequently 
incapacitating. 

There are chapters on postoperative care and rehabilita- 
tion, and postoperative arm swelling. The incidence of lymph- 
edema of the arm following radical mastectomy is given as 
ranging from 8 to 80 per cent; the percentage with really dis- 
abling edema appearing to be in the vicinity of 5 per cent. 

The author refers to his own experience at Johns Hopkins 
with a series of 255 female inpatients with breast cancer, 
220 of whom were treated surgically (204 by radical mas- 
tectomy). The five year survival rate in this group was 43 
per cent, and the five year clinical cure rate 38 per cent. The 
ten year survival rate was 29 per cent. Approximately one- 
half of the patients had radiotherapy in conjunction with the 
radical surgery (preoperative radiotherapy to 40 patients 
and postoperative to 60 patients). The absolute five year cure 
rate in the entire group of cases was 32 per cent, a figure 
comparable with that of the best surgical clinics in the 
United States. 

The chapter on statistics is a useful one and should help 
the reader to distinguish clearly between the four types of 
data commonly published in connection with the treatment 
of cancer, namely (a) relative and (b) absolute survival 
data, and (c) relative and (d) absolute cure data. Survivals 
are those living at a specified time after treatment; “cures” 
are those clinically free of disease at such times. Relative 
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rates are based on those treated or followed, absolute rates 
are based on all cases seen. 


The section on radiotherapy was written by Vincent P. 
Collins. The relative advantages of radical mastectomy alone, 
and simple mastectomy plus radical postoperative radio- 
therapy (McWhirter technique) are outlined. The following 
treatment policy is suggested in this section of the book: 


Stage I cases (tumors localized to the breast): Radical 
mastectomy or simple mastectomy plus postoperative radio- 
therapy. 


Stage II: Radical mastectomy and postoperative radio- 
therapy, or simple mastectomy and postoperative radio- 
therapy. 


Stage III (and those stage II cases with proven internal 
mammary or supraclavicular node metastases) : Simple mas- 
tectomy and postoperative radiotherapy, or if the metastases 
are extensive or the patient refuses surgery, radiotherapy 
alone. 


Stage IV (and those patients in other stages who refuse 
or are unsuitable for operation) : Radiotherapy. 


The recent evaluation of McWhirter’s method by L. V. 
Ackerman is discussed. The author notes that Ackerman 
validated 98 per cent of the Edinburgh cases as being mam- 
mary cancer. He refers to the fact that there is “no marked 
or significant difference between the challenging survival 
rate achieved by McWhirter and the five year survival rate 
of superior surgical clinics elsewhere. Although the preju- 
dices of doubt are often difficult to dissipate, it is clearly 
evident that the five year survival rates reported by Mc- 
Whirter are equal to any achieved by the accepted procedure 
of a classical Halsted radical mastectomy, with or without 
radiotherapy.” He fears that many of the five year results of 
simple mastectomy cum radiotherapy are not in fact cured. 
Also, a similar comment could apply to radically operated 
cases. The statistics published in this book confirm the fact 
that of patients “cured” for five years by radical surgery, al- 
most one-third will be dead of their cancer before ten years. 
The fact is that the ultimate number clinically cured by any 
method known today is probably close to only 10 per cent. 


The book is excellently illustrated, well printed and ade- 
quately indexed. Its relatively impartial and philosophic tone 
may be indicated by this quotation from Wilfred Trotter: 
“Progress of knowledge is directly proportional to the close- 
ness of the relation of the enquirer and the facts.’”’” Whatever 
we think of the statistical facts or wish them to be, they 
nevertheless represent the results of our accumulated ex- 
perience, “that chill touchstone whose sad proof reduces all 
things from their hue.” 

* ok * 


COLLECTED PAPERS OF THE MAYO CLINIC AND 
THE MAYO FOUNDATION—Volume XLVI—1954—Edited 
by Richard M. Hewitt, B.A., M.A., M.D. and others. W. B. 
Saunders Company, Philadelphia, 1955. 843 pages, $12.50. 


This well known publication presents in one volume some 
629 articles published between December 1953 and Novem- 
ber 1954. About one-fourth of the papers are complete or 
are published in abridged or abstract form, while the 
remainder are mentioned by title only. The material is 
divided into sections and in some instances almost consti- 
tutes a current review of the specialty. Thanks to careful 
indexing, the experience of the Clinic in a given field or the 
work of individuals may be quickly obtained. There are 
review articles by authorities such as Barker on anticoagu- 
lants, Bargen on drug therapy of ulcerative colitis, Priestley 
on surgical treatment of duodenal ulcer, and many others. 
This book should be available to general physicians and 
specialists alike, for perusal or for their libraries for future 
reference, 
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PREMATURE INFANTS—A Manual for Physicians— 
Second Edition—Ethel C. Dunham, M.D., Formerly Asso- 
ciate Clinical Professor of Pediatrics, Yale University 
School of Medicine; Director, Division of Research in Child 
Development, U.S. Children’s Bureau. Paul B. Hoeber, Inc. 
49 East 33rd Street, New York 16, N.Y., 1955. 459 pages, 
$8.00. 


This book is statistically weighted and this with an in- 
ternational flavor. It abounds in charts, tables and figures. 
There are many paragraphs which are the direct quotation 
of the opinions and experiences of others. Of the 459 pages 
in the book, there are 43 pages of references. Instead of 
being labeled a hand book, it should be classified as an en- 
cyclopedia of information concerning premature infants. The 
“amateur” trying to find a method of care for the premature, 
would be confused by the multitude of opinions and methods. 
The “expert” would be pleased with the amassed statistical 
data. 

The book is divided into four parts. Part one: General 
Considerations. Part two: Clinical Considerations, where the 
bulk of the part is given over to abnormal conditions that af- 
fect, not only the premature, but any newborn. Part three: 
Public Health Considerations. Part four: This is an appen- 
dix of 43 pages, which is largely a plan to develop uniform 
statistics, plus some technical portions, such as technique 
of feeding and foot printing. 


1% * ok 


THE PHARMACOPEIA OF THE UNITED STATES OF 
AMERICA (THE UNITED STATES PHARMACOPEIA)— 
Fifteenth Revision U.S.P. XV—By Authority of The United 
States Pharmacopeial Convention, Inc. meeting at Wash- 
ington, D.C., May 9 and 10, 1950. Official from December 15, 
1955. 1178 pages, plus 52 pages of U.S.P. Convention in- 
formation, $10.00. Distributed by Mack Publishing Co., 
Easton, Pa. 


The current edition (XV) of the United States Pharma- 
copeia will become “official” from December 15, 1955 on. The 
Pharmacopeia is now being revised on a five year basis, a 
reflection of the dynamic state of introducing new drugs. A 
considerable number of physicians and related scientists 
have participated in the preparation of this revision. 

As a departure from past editions, the Category Dose 
(usual and range), and indication for External Use (if ap- 
plicable) are given for each agent. 

The number of new additions (drugs) still exceeds the 
deletions by 242 to 160. Unfortunately, one finds archaic 
carry-overs, such as ipecac, zinc stearate, boric acid, am- 
moniated mercury, clove oil, coal tar and aloe, are still in- 
cluded for no justifiable pharmacologic reason. Fortunately, 
English is the preferred title of each drug monograph, Latin 
having finally been relegated to second choice. 

Most useful to pharmacists and laboratory workers is the 
section on general tests, processes and apparatus. The phy- 
sician will find U.S.P. XV a valuable source of information 
on 838 drugs now approved by unbiased, essentially non- 
commercial reference sources. 


* * * 


PROCTOLOGIC ANATOMY—Second Edition—R. V. 
Gorsch, A.B., M.D., F.I.C.S., F.A.P.S., D.A.B.P., Clinical 
Professor of Proctology, New York Polyclinic Medical 
School. The Williams and Wilkins Company, Baltimore, 
1955. 310 pages, $8.00. 


This is a small book on proctologic anatomy, which is 
designed to bridge the gap between the essentials of pelvic 
anatomy and the requirements of the practicing proctologist. 
It is detailed and directed towards the pure specialist in 
surgery of this area. It is not an anatomy book which would 
be of value to one learning anatomy generally. It would be 
of relatively little use to the average practicing physician 
and I think it will have a very small select field of usefulness. 
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In this particular selected area it will be a valuable asset 
to the practicing proctologist. Unfortunately, the practicing 
proctologist who has spent sufficient time mastering his field 
will have garnered the essentials of this book in a more 
clinical way and will hardly require review of his anatomy 
in this particular fashion. 

The illustrations are clear and semidiagrammatic in large 
measure with a few halftones. It is a book which would be 
valuable in giving a rapid course in proctology or one who 
wishes to learn anatomy of this area in a small, well done 
text. It is not a book which can be generally recommended 
to physicians for any good general anatomy book will con- 
tain all the information the average physician needs to know 
in this area and will be of wider usefulness to him. 


* % * 


TEXTBOOK OF ENDOCRINOLOGY—Second Edition— 
Edited by Robert H. Williams, M.D., Executive Officer and 
Professors of Medicine, University of Washington Medical 
School. W. B. Saunders Company, Philadelphia, 1955. 776 
pages, 175 figures, $13.00. 


This book is a modern discussion and evaluation of endoc- 
rinology, based on physiological and pathological precepts, 
which tends to disregard the eponyms and curiosities of 
endocrinology with which this subject was all too long asso- 
ciated. The first edition was highly recommended (CALI- 
FORNIA Mepicine, November 1950) and the same praise is 
extended to the second. 

The revision brings up to date the diagnosis and treatment 
of the endocrinopathies and the use of hormone therapy in 
nonendocrine disorders. A large portion of the book has been 
rewritten, especially the chapters on the adrenals, ovaries, 
pancreas, parathyroid, neuroendocrinology and obesity. A 
new chapter has been added at the end of the book, sum- 
marizing principles of diagnosis and treatment and giving 
examples of the most useful hormone preparations. 

A few minor criticisms can be made. For example, the new 
chapter would be made more practical by the inclusion of 
usual dosages and by detailing some of the trade names with 
their relative values. After rightfully decrying most height- 
weight tables, the author of the chapter on obesity falls into 
a like trap by recommending a table which measures women 
with shoes on (whether with flat or three-inch heels we do 
not know) ! 

Endocrinology is an extremely rapidly advancing field of 
medical science. Several thousand papers are published an- 
nually. This book does an excellent job of bringing the sub- 
ject up to mid-1955 for the benefit of doctors and students 


alike. 
* #€  & 


THE BODY FLUIDS—Basic Physiology and Practical 
Therapeutics—J. Russell Elkington, M.D., Associate Pro- 
fessor of Medicine, University of Pennsylvania School of 
Medicine, and T. S. Danowski, M.D., Rensiehausen Pro- 
fessor of Research Medicine, University of Pittsburgh 
School of Medicine. The Williams and Wilkins Company, 
Baltimore, 1955. 626 pages, $10.00. 


The basic field of medicine with which this book deals 
is pertinent to clinical problems in all fields of medicine 
from ophthalmology to urology, from internal medicine to 
abdominal surgery or from obstetrics to pediatrics, as prob- 
lems relating to the body fluids arise in all. 

Students and physicians alike will find m it a great deal 
of information which will help both in understanding and 
treating many disorders dealt with daily in seeing patients; 
disorders, which in medical vernacular are called problems 
in “fluid, water, electrolyte, acid-base and/or osmotic” equili- 
bria or metabolism. Researchers will find a great deal of 
well selected data and a very complete bibliography. 

While admittedly knowledge is changing and still being 
rapidly acquired in this field, this is the most complete 
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and up-to-date book which has been written on the subject. 
A tremendous amount of information has accumulated on 
the subject and it is good to have it assembled in an orderly 
way so that the “lay” doctor or student not specializing in 
the field may gain access to it. 

In this field of medicine, appropriate pursuit of therapy 
requires a rational approach based upon the use of measure- 
ments, made in the chemical and physiological laboratory. 
In dealing with the complex problems with which this vol- 
ume is concerned, there is little place for medical intuition 
which makes but a meager showing in the “race” of modern 
medicine. One will find this book valuable whether one’s 
interest be disturbances of heart, kidneys, lungs, or liver; 
toxemia of pregnancy or diarrhea of the newborn; neuro or 
abdominal postsurgical care; diabetes mellitus or the use 
of corticoids; glaucoma or periodic paralysis. The informa- 
tion available in this book should be of great value to the 
physician in improving medical care. 

ca * * 


MEDICAL PROBLEMS OF OLD AGE—A. N. Exton- 
Smith, M. A., M.D. (Cantab.), M.R.C.P., Physician Whit- 
tington Hospital, London. John Wright & Sons, Ltd., Bris- 
tol. Distributed in U.S.A. by Williams and Wilkins Com- 
pany. Baltimore, 1955. 331 pages, $7.00. 


Healthy old age should be a normal process of involution 
free from morbid change. The approach to the maintenance 
of health requires an understanding of the influences which 
promote it, as well as the investigation of factors concerned 
with the development of disease and the possibilities of their 
amelioration. The assessment of health and of disease should 
be made on functional capabilities rather than on structural 
changes or disorders of metabolism. 

Dr. Exton-Smith is concerned with the maintenance and 
restoration of these functional capabilities in aged people. 
He writes with sympathy, insight and knowledge of his sub- 
jects. He has gathered together the facts known about the 
symptoms, signs, diagnosis and treatment of the aged and 
produced a complete yet still small volume. 

The first 100 pages are probably the most valuable. In 
these he discusses the clinical implications of aging, the 
principles of diagnosis, practical consideration in home care, 
principles of rehabilitation in the elderly and particularly in 
hemiplegia, and other problems in medical and nursing care. 

The last 10 chapters, comprising some 215 pages, cover the 
problems of surgical and medical illness in more or less con- 
ventional form. 

The reviewer is impressed by the knowledge and sympathy 
of the author. Functional rehabilitation of the patient is 
stressed as an end result even more than care of the disease. 
The entire book is recommended to students and practicing 
physicians. The first part can also be of great use to nursing 
home operators, social service workers and others in auxiliary 
medical professions, as well as the physicians. 


% * x 


CARDIOVASCULAR SURGERY—Studies in Physiology, 
Diagnosis and Techniques—Henry Ford Hospital, Interna- 
tional Symposium—Edited by Conrad R. Lam, M.D., Sur- 
geon-in-Charge, Division of Thoracic Surgery, Henry Ford 
Hospital. W. B. Saunders Company, Philadelphia, 1955. 
543 pages, $12.75. 


This impressive volume provides in palatable form for easy 
readability the most recent advances in cardiac surgery dis- 
cussed at length at an International Symposium on Cardio- 
vascular Surgery held under the auspices of the Ford Hospital 
at Detroit in March, 1955, Participating in the discussions 


were such eminent cardiac surgeons as Sir Russell Brock of 
Guy’s Hospital, London, Clarence Crafoord of Stockholm, 
Charles Dubost of Paris, John Lind of Stockholm, Charles 
Rob of London, and Sondergaard of Copenhagen besides a 
host of eminent American surgeons and internists. Individual 
presentations numbered 31 covering such topics of general 
interest as cardiac catheterization, angiocardiography, evalua- 
tion of transposition operations, the surgical treatment of 
mitral stenosis and mitral insufficiency, and of aortic ste- 
nosis and aortic insufficiency. Panel discussions permitted 
contributions from many sources on such varied subjects as 
the diagnosis and treatment of pulmonic stenosis and of in- 
teratrial septal defects; the late results of mitral commissu- 
rotomy; the advantages and disadvantages of various methods 
of inducing hypothermia; and finally an evaluation of the 
available substitutes for arterial segments. 

Lillehei and associates presented their brilliant successes 
with crossed circulation in the repair of interventricular 
septal defects, isolated infundibular pulmonic stenosis, tet- 
ralogy of Fallot, and atrioventricularis communis. It is highly 
probably that direct intracardiac surgery with the aid of 
hypothermia and extracorporeal circulations of various types 
will undergo a rapid development in the next year or two. 


No one interested in cardiovascular diagnosis and the pres- 
ent status of cardiovascular surgery can afford to be without 
this volume of varied and specific information on many sub- 
jects of interest to internist and surgeon alike. 


* * * 


THE THYROID—A Fundamental and Clinical Text— 
Edited by Sidney C. Werner, M.D., Sc.D. (Med.), Editor. 
With Sixty Contributors. Paul B. Hoeber, Inc., Medical De- 
partment of Harper & Brothers, New York, 1955. 789 pages, 
$20.00. 

Almost encyclopedic, as its length might indicate, this 
book has been made quite readable with the material 
divided into many small sections with frequent subtitles. 
These headings and the indexing make this book simple to 
use for reference work. 


Ordinarily one might be discouraged at the thought of 
sixty contributors for fear of contradiction and reduplication. 
The editing of the material has been a monumental work, 
and the book does read as if by one author. There are many 
references for the most part 1952-53 or earlier; this suggests 
a considerable delay in publication which is understandable 
in view of the tremendous editing task. Some recent work 
is presented however such as the lack of inhibition of I 
uptake by exogenous thyroid substance in Grave’s disease 
in contrast to the normal gland, which might prove of 
practical importance in the diagnosis of hyperthyroidism. 


The book is divided into three parts, the first on the 
physiology and anatomy of the normal gland, the second on 
laboratory methods and the third, which makes up three- 
fourths of the book, on diseases of the thyroid. Hyper- 
thyroidism and hypothyroidism are in part covered in a 
detailed review of body systems of the two conditions. There 
are introductory comments in some sections by the editor 
and frequent summaries at the end of the chapters aid in 
quick appraisal of the material. 


With the multiple contributors, new editions might be 
expected to appear at frequent intervals keeping the material 
up to date. This book will probably be the standard text on 
thyroid disease for some time to come, It should be available 
to all having contact with the thyroid—surgeons, physicians, 
physiologists and laboratory workers. 
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